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Preface 


We undertook to study the problems in caring adequately for 
mental patients on the assumption that social science can make 
a valuable contribution to their solution. This, of course, is not to 
imply that the neurological, biochemical, or psychological points 
of view are less useful or appropriate, and we hope that similar 
analyses will come from them so that problems we have raised and 
issues we have neglected might be discussed from other perspec- 
tives. 

This book is written for practitioners who are trying to help 
emotionally disturbed persons and is focused on a range of pro- 
grams that are currently in use. We analyze their assumptions and 
their methods in the hope of providing new insights into their 
procedures and into the ways in which their institutional contexts 
are organized. In addition, we explore the issues with which inno- 
vators are grappling and their implications for the future, all with 
the objective of facilitating the development of more effective 
ways of caring for mental patients. 

The work of the group that prepared this report proceeded in 
three stages. In the first year, three teams carried out the field 
work: Mark G. Field and Warren T. Vaughan, Jr., in the out- 
patient section; Elliot G. Mishler and Jesse R. Pitts in the in- 
patient section; Charlotte Green Schwartz and Simon Olshansky 
in the section on ex-patients; Rhona Rapoport in both in-patient 
and ex-patient sections. Each section member wrote reports on 
programs he visited, identified significant problems and _ issues 
connected with innovations there, and covered the relevant litera- 
ture. Morris S. Schwartz and Charlotte Green Schwartz were to- 
gether responsible for the project as a whole. 

In addition, Henry Wechsler did a special study on ex-patient 
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clubs, and Anton Weiner gathered materials on the relation be- 
tween psychiatry and law. R. W. Boyd, Lida Carmen, Rose Coser, 
Ann Davis, Natalie Goethals, Jay Greenfield, and Carl Seltzer 
served as readers and reviewed the literature in related fields. 

In the second year, we continued our analysis of the field data 
and developed a framework for the report. Working papers for 
each part of the book were written by various staff members. A 
single individual was made responsible for a given chapter, but 
each draft was circulated to all members of the group and revised 
in light of their comments. Thus, the initial conceptualization, 
organization, and writing of the book was a collective product. 
We wish to acknowledge the special contribution of Elliot G. 
Mishler and Rhona Rapoport who worked most closely with the 
senior authors during this phase of the developing of the report 
and helped them with problems that arose in the course of the 
writing. 

The project officially terminated at the end of the second year. 
At that time there were draft chapters or working papers for most 
of the substantive chapters but not for the concluding chapters of 
each section (Chapters 7, 12, and 17) nor for the last chapter. 

During the third stage—a two-year period—the senior authors 
gave the book its final form. The present version contains seven 
chapters that are substantially the original drafts, seven that are 
markedly revised, and four original chapters (7, 12, 17, and 18) 
written by the senior authors following the termination of the 
project. Since they were not written in collaboration with the 
co-authors, these four chapters do not necessarily represent their 
point of view. 

The book was originally to be published as one of a series of 
volumes sponsored by the Joint Commission on Mental Illness 
and Health, but it was completed too late for inclusion. However, 
a draft of the volume was available to the Joint Commission for 
their use in the preparation of their final report, Action for Men- 
tal Health. 

It is not possible to mention by name the many persons in the 
field of mental health and illness who gave us freely of their time 
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and thought and who opened up their institutions and programs 
to us. We can only thank them collectively. 

In its final version, our manuscript was read by Richard Fisch, 
M.D., Vera Fryling, M.D., David Hamburg, mM.p., and Edmund H. 
Volkart, PH.D. We are grateful to them for their comments and 
criticisms. We also wish to thank Joan Kaufman, Alice Mills, and 
Ruth Zolot for their diligent secretarial services. Finally, we would 
like to thank Helen MacGill Hughes for her considerable editorial 
help and Brandeis University for its financial assistance. 


MORRIS S. SCHWARTZ 
CHARLOTTE GREEN SCHWARTZ 
September, 1963 
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Chapter 1 


The Context of the Study 


The Project 


This is the final report of the Project on Patterns of Patient Care, 
one of ten study groups established by the Joint Commission on 
Mental Illness and Health whose mandate was stated in a resolu- 
tion of the United States Congress in 1955.’ ‘The Commission’s 
Committee on Objectives and Methods further defined the Con- 
gressional mandate as follows: 


It [the Joint Commission] should act on a conviction that the solu- 
tion of the problem is far more important than any tradition, in- 
stitution, procedure, alignment, or professional responsibility, or set 
of theoretical assumptions. ... It will be in no position to reject 
without examination any proposed solution to the problem . . . and 
should boldly seek out such divergent viewpoints as from biologists, 
public administrators, anthropologists, etc. ‘The Commission should 
be ready to recommend a radical reconstruction of the present system 
if such is indicated rather than advocating a patching up of our pres- 
ent system. 

In general the goal will be the development of new approaches by 
the use of present knowledge in new constellations or in different per- 
spectives rather than the development of new basic facts. 

Out of such an examination of the formal and informal resources 
might hopefully come a radical reconceptualization of the problem 
and possibly a reconstruction of the institutions so that resource use 
might be more economical and mental health better served.? 


The project on Patterns of Patient Care was charged specifically 
with preparing a report on the major developments, problems, 
and issues regarding the care of mental patients. While it was 
expected that we would review the literature, consult with ex- 
perts, and observe selected programs, clearly we were expected 
neither to engage in original empirical research nor simply to 
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collate information on existing programs. We were asked to pro- 
duce a report that was interpretive and analytic. Our primary job 
was to take a fresh and comprehensive look at the problems of 
patient care, to attend especially to new perspectives and new 
developments, and to search out promising and workable alterna- 
tives to conventional arrangements. 

In this monograph we examine the social aspects of the care and 
treatment of the mentally ill or emotionally disturbed in our soci- 
ety: the professions and institutions whose specific and primary 
responsibility is to help them. In this connection we consider some 
prevalent trends and prominent issues both in practice and thought. 
Our efforts to gather, organize, and interpret relevant information 
aim at increasing the therapeutic effectiveness of our resources. 

The care of mental patients has called into being three major 
systems * each of which is responsible for a particular group of 
patients: out-patients, in-patients, and ex-patients. The in-patients 
are the hospitalized mentally ill, out-patients are those who receive 
psychiatric treatment while continuing to reside in the commu- 
nity, and ex-patients are those with a history of previous hospitali- 
zation. As here defined, mental patients include all three cate- 
gories, and these categories shaped the major division of labor in 
the project staff and is followed in the organization of this report. 

‘There are several broad, pervasive issues and problems regard- 
ing mental illness and the care of mental patients in our society. 
These and the extent of the problem, the societal context of ther- 
apy, and conceptions of mental illness and its treatment are the 
subject of this introductory chapter. 


The Extent of the Problem 


How many mental patients are there? Have there been changes 
in the proportions of patients treated in the various types of facil- 
ity? Has the increase in the numbers of mental patients been dis- 
proportionately high in comparison with the growth of the gen- 
eral population? 

None of these questions can be answered unequivocally. Esti- 
mates in the technical and popular literature of the numbers of 
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persons under treatment for mental disorder vary by tens and even 
hundreds of thousands, reflecting the lack of a unified and stand- 
ardized system for reporting information on mental patients.‘ 
Often basic data are simply not available and assumptions about 
practice have to be made in order to arrive at estimates of, for 
example, the number of patients being treated by psychiatrists in 
private practice. Moreover, certain categories of patients are ex- 
cluded from the tabulations, for example, the thousands of pa- 
tients in institutions for epileptics and the mentally retarded. In 
the absence of uniform and reliable data, any over-all estimate of 
the magnitude of the problem must rest on inferences and arbi- 
trary decisions about certain categories of patients and facilities. 
One quickly learns to scrutinize footnotes and the small print on 
the bottom of tables in order to understand the significance of the 
figures and the range of their legitimate extrapolation.® 

To the population of individuals who are receiving a recog- 
nized treatment for a mental disorder under psychiatric auspices 
must be added large numbers suffering from mental or emotional 
illness not being treated in any of the formal systems of psychiatric 
care. Some are receiving explicit but nonmedical help for a psy- 
chological or emotional disturbance in counseling or therapy by 
ministers, psychologists, or social workers. Others are being treated 
for physical illness by internists or general practitioners who take 
into account in their treatment the fact that psychological disturb- 
ances may be a major or important secondary component of the 
pathology. Another group of large but undetermined size is those 
who appear to be mentally ill (including ex-patients with recur- 
rent or continuing impairment in functioning) but who at the 
moment are not receiving any form of professional help. 

The mental patient, that is, the individual being treated for a 
mental illness in a formal system, is the central concern of this 
report. However, he, his problems, and the systems of care must 
be viewed against the background of this larger population of 
persons who, presumably, also need help. Certainly estimates of 
future needs and proposals for long-term developments have to 
take the total group into account. But it is extremely difficult to 
compute the size of this population in need: a number of complex 
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and unresolved problems enter into the matter of defining an 
individual as mentally ill if he is not in treatment. By any defini- 
tion there is no clearly distinguishable line between the mentally 
ill and those who seem to be disturbed but are not mentally ill. 
How does one determine, for example, whether certain reactions 
to life crises are normal or pathological, or when an individual’s 
level of functioning calls for psychiatric intervention? 

Studies in the epidemiology of mental disorders might provide 
a basis for estimates. The early studies used standard psychiatric 
nomenclatures developed in clinical practice; recent research has 
more flexible and less uniform criteria and diagnostic categories. 
In general, the trend has been toward broadening the conception 
of mental illness so as to include many more types of personal 
difficulty and social impairment than was so in earlier years; ® 
hence, estimates derived from the early studies and now consid- 
ered conservative are that between 4 and 10 percent of the popu- 
lation suffer from mental illness that is disabling to some degree.” 

Estimates from more recent epidemiological studies are much 
higher. For example, the Stirling County Study gives a figure of 
37 percent of the population as showing “symptoms that were 
almost certainly indicative of psychiatric disorder’; and the Mid- 
town Study reports 23 percent of its sample with psychiatric symp- 
toms and at least a marked impairment in social role and daily life 
functioning.® In view of changes in definition and the tendency 
noted above to stretch the meaning of the term “mental illness,” 
the early and recent studies cannot be directly compared with 
each other; they refer to overlapping groups with psychological 
problems. However—and this is far more important—whether we 
use the earlier or the later figures, it is clear that a great gap exists 
between needs and resources. 


The Social Context of Help 


Help for mental illness is sought or provided in our society 
within a context of certain limiting and facilitating conditions: 
the socially patterned values and norms and the common attitudes 
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to mental illness, the provisions for care and treatment, and the 
contingencies affecting those seeking and getting it. 


VALUES AND NORMS 


Our society has developed at least two ways of dealing with the 
deviant—the violator of norms and values—when his behavior is 
sufficiently extreme to arouse concern and a self-protective re- 
sponse. One is to classify the grossly deviant as wayward or crimi- 
nal and incarcerate him or otherwise punish him. But society also 
recognizes that mental illness is a legitimate alternative explana- 
tion of deviant behavior and its treatment a legitimate endeavor 
and, consequently, that the mentally ill person has the right to 
ask for treatment and become a patient. The role of mental pa- 
tient is legitimated by (a) the recognition of the patient’s need 
of help or protection and his right to them; (b) the prediction 
that, through help, he may recover his independence and produc- 
tivity and begin again to make his “normal” contribution to soci- 
ety; and, finally, (c) society’s obligation to protect its members 
from him, by setting him apart, when necessary, and by giving 
him treatment with the object of bringing his deviant behavior 
to an end. 

It offends our conception of human dignity and individual 
worth to put up with preventable damage to mind or emotion. 
Our citizens must be free men in full possession of their senses, 
for the ability to think freely and independently is prerequi- 
site to the survival of democratic society. We cannot, therefore, 
from a long range point of view, afford to have citizens who con- 
tinue to be mentally ill or emotionally disturbed, for in our 
highly complex technological society we are all interdependent 
and must rely upon each other in the necessary complex coopera- 
tive transactions. And we are not only concerned about physical 
safety, but we must also protect ourselves against violations of 
norms and values and the failure of ordinary expectations to be 
fulfilled. ‘Thus, helping the mentally ill is a way of defending our 
society and its accepted conventions. 

Other values enter in. Help given mental patients must always 
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be provided with a concern for the individual’s civil rights. We 
cannot, for example, set up a system of identifying the mentally 
ill that invades the privacy of the home; nor can we order treat- 
ment unless the patient is a clear danger to himself or others. Even 
though a professional recognizes that a child is being psychologi- 
cally damaged, he can neither compel the parents or the child to 
undertake treatment nor take the child from his home without 
the parent’s consent, willingly and freely given. Thus, what may 
be good for mental health may conflict with other values appar- 
ently more important. 

In our society the pursuit of ends other than mental health 
involves competition among them for scarce resources, funds, and 
skills. Gross inadequacies in the treatment of mental patients indi- 
cate that it does not rank high in our hierarchy of values. The 
state mental hospitals, for example, operate on budgets too small 
to permit them to establish and maintain environments suitable 
for treatment, to provide the amenities of life to their patients in 
the form of pleasant activities and surroundings, or to offer sala- 
ries attractive to personnel of high caliber. Economic and admin- 
istrative considerations often outweigh the therapeutic decisions 
made about patients and their treatment in the hospitals, the 
out-patient clinics, and aftercare facilities. 


ATTITUDES 


All mental illness is characterized by some disruption of normal 
social and interpersonal relationships. ‘The mentally ill person, be- 
cause of his inappropriate and maladaptive behavior, requires adap- 
tive responses from others at various points from onset to recovery. 
Moreover, the responses set off in others by the mentally ill are 
often unsympathetic, varying from impatience or mere annoyance 
to severe anxiety, disgust, and condemnation, and these, alto- 
gether and in all their forms, are sometimes referred to as 
“stigma.” Especially significant is the fact that by contrast the 
social attitudes and responses elicited by other forms of illness are 
usually sympathetic. 

At best, the public view might be described as intensely ambiv- 
alent. Concern and sympathy for mental patients is tempered by a 
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tendency to devalue them as nonproductive, dependent, and weak, 
and, although the belief that mental illness is a punishment for 
sin does not seem current now, popular sentiment persists in 
being moral and condemnatory. Only in recent times are certain 
forms of deviant behavior assessed as signs of emotional or psycho- 
logical disturbance requiring psychological treatment and not as 
signs of criminal intent requiring legal punishment. The distinc- 
tion is not yet accepted completely throughout our society, and 
the mental patient is often the butt of responses and attitudes 
more appropriate to antisocial deviants and criminals.® 

All in all, this complex of negative attitudes is associated with 
a belittling of the mental patient and rejection of his role. All this 
affects the quantity and quality of available facilities, their organi- 
zation, the help they offer, and what is expected of treatment on 
the part of both patient and staff. 


CONTINGENCIES IN SEEKING AND GETTING HELP 


Many contingencies 1° determine whether and how a person 
will enter a treatment system, yet they may have little to do with 
the specific characteristics of his illness. ‘Thus, rejection of the role 
of mental patient and resistance to entering treatment may lead 
to the neglect of early manifestations of illness and, in the end, 
delay help. Or the norms and values of his own group may en- 
courage or discourage a disturbed person from seeking treatment. 
It appears, for example, more difficult for men than women in our 
society to recognize problems in themselves for which they may 
need outside help. For this reason, men are less likely than women 
to enter treatment systems. (Gurin, et al., 1960.) Another cir- 
cumstance not directly related to the illness is the availability of 
help in or near the person’s place of residence. For certain psy- 
choses there may be higher incidences of hospitalization if a state 
mental hospital is located within twenty miles of the community 
than if it is farther away.1! Other conditions, such as the individ- 
ual’s financial resources, his education, his social status, and his 
access to various media of information, affect both his awareness 
and his utilization of available facilities. 

Thus, the objective features of mental illness are only some 
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among the many involved in whether a disturbed person receives 
treatment and these contingencies are not accidental but are pat- 
terned in meaningful ways. 


PROVISION FOR CARE AND TREATMENT 


Provision for the care and treatment of the mental patient in- 
cludes the forms of intervention, the practicing professionals, and 
the settings. Each of the systems of care—out-patient, in-patient 
and ex-patient—works with only a certain group of patients. They 
differ among themselves in historical development, in orientation, 
in their mode of intervention, and in the dominant professional 
groups involved. 

Of considerable importance in the functioning of a system of 
care is the heterogeneity of patients in terms of the severity, his- 
tory, and current status of the patients’ illness. While there is 
some specialization of function, by and large most facilities for 
in-patients are designed to handle everything and anything. This 
means that variation in goals and in treatment processes exists not 
only among different treatment institutions but within them as 
well. Out-patient and aftercare facilities, however, tend to special- 
ize in certain types of patient or service, and here there are prob- 
lems of coverage and coordination. 

Psychiatrists, social workers, clinical psychologists, nurses, occu- 
pational and recreational therapists, and ward attendants are the 
most prominent, although not the only professional groups in- 
volved. Depending in part on their professional competence and 
in part on what they actually do, their intervention may be called 
therapy, counseling, rehabilitation, training, or re-education. The 
medical profession as represented by the psychiatrist plays the 
dominant role in the treatment of mental patients. Even where 
physicians are not themselves participants in the therapeutic proc- 
ess, treatment is likely to proceed according to medical ideals and 
values. For example, the mental patient is conceded as having a 
“right” to receive help regardless of his ethnic background, social 
position, or other social characteristics. On the other hand, this 
help cannot be forced upon him—a man has a right to remain 
unhappy, anxious, or impotent, and, according to the current 
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ethic of practice, treatment should be offered, wherever possible, 
as a private contract between patient and practitioner. These and 
other aspects of private medical practice tend to color the orienta- 
tion toward the treatment of the mentally ill, even when practice 
itself proceeds along quite different lines, as in the state mental 
hospital. 

How the facilities for therapy are organized, their policies, as- 
sumptions, and requirements will in part be determined by the 
nature, monetary and otherwise, of the participation, if any, of 
the local, state, and federal government. And the ways in which 
private and governmental activities combine in the facilities will 
also determine the patterns of usage and the forms they take. 


Conceptions of Mental Illness and Its Treatment 


Help and treatment will proceed according to the current con- 
ceptions of the causes of mental illness and the current theories 
about what kind of intervention will alleviate, improve, or cure 
emotional and mental disorder.’? Thus the achievements, develop- 
ments, limitations, and inadequacies in theory and knowledge at 
the time will be reflected in the practitioners’ effectiveness in pro- 
viding successful care and treatment. 

The mental illnesses manifest themselves at all levels of the 
human personality—somatic, psychological, and social. They in- 
volve disturbances in many spheres of life affecting the individ- 
ual’s feelings about himself, his relations with others, and his abil- 
ity to work productively. ‘There is also a variety of ways in which 
people get into trouble and come to be looked upon as emotion- 
ally or mentally disturbed and a variety of conditions that are 
defined as mental illness. Similarly, professionals entertain differ- 
ent assumptions and interpretations. They differ on what persons 
“are” when they are emotionally disturbed or mentally ill, on how 
they got that way, on what is wrong with them, or who should be 
placed in the category, on why they stay that way, and on what 
should be done. The source of variation lies in the diversity of 
the professionals’ social background, technical training, theoreti- 
cal commitments, and general philosophy. 
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It is not our task to explore the problems and issues in con- 
ceptualizing mental illness and its treatment in any detail. We 
will, however, discuss a few areas briefly in order to present the 
conceptual context and dilemmas within which help and treat- 
ment proceed. 


CONCEPTIONS OF MENTAL ILLNESS 
AND EMOTIONAL DISTURBANCE 


Although psychiatrists are called upon daily to state whether or 
not a person is mentally ill or emotionally disturbed, there is 
nevertheless a great deal of difficulty in defining “mental illness.” 
On the one hand, professionals may use the term as if it were 
unitary, but, on the other hand, they speak as if there were many 
quite distinct mental illnesses. When the term is used by profes- 
sionals to emphasize shared or similar aspects of all mental ill- 
nesses, it is not clear if these are seen to reside in the common 
underlying organic defect, in the common psychic conflicts, in the 
deviant behavior, in the fact that these persons have been injured 
in some psychic-social-emotional way, or in their classification in 
the category ‘“‘mentally ill,” thus indicating that they share a com- 
mon fate. If the difference between mental illnesses is the focus, 
then the question arises: What distinguishes one type of mental 
illness from another? To identify the critical differences be- 
tween one illness and another appears to be simple for some or- 
ganic pathologies and a very difficult problem for most other 
psychopathologies. 

Whatever are conceived as the common or differentiating char- 
acteristics, how does one determine if it is the similarities, the 
differences, or both that are primarily relevant for the treatment 
of different types of patient? 

In order to determine who needs treatment and what is the 
magnitude of the problem of mental illness, it is important to 
differentiate between mental illness and nonmental illness. Here, 
again, there are divergent points of view and unresolved issues. Is 
it important to distinguish among those not mentally ill those who 
are mentally healthy from those who are just not mentally ill? If 
such a distinction is made, are the mentally ill, the nonmentally 
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ill, and the mentally healthy on the same continuum? Many pro- 
fessionals hold that there is no clear and unmistakable line of 
demarcation between the mentally ill and the others, and they 
disagree on the criteria to be used for placing a person in one 
category or another. That all persons may become disturbed at 
times in the course of their lives seems to be universally accepted: 
difficulties lie in distinguishing between normal and pathological 
suffering, between normal and pathological reactions to crises, be- 
tween normal and pathological anxiety, between odd, unconven- 
tional, idiosyncratic, or creative behavior and sick behavior. Even 
if a person’s reactions are considered by the professional to be 
those of one who is emotionally disturbed, how “sick” must he 
be before he is considered in need of treatment? 

There is even a difference of opinion about the advisability of 
offering treatment to some who are emotionally disturbed. Al- 
though many practitioners assume that individuals manifesting 
emotional! disturbance should have some form of treatment, others 
maintain that some are best left alone to work out their own 
problems. The circumstances under which a therapist would treat 
or not treat a patient are not always clear; neither are the criteria 
of choice. 

The problem of differentiating the mentally ill from others is 
further complicated by a considerable body of opinion that holds, 
as observed above, that all persons are capable of becoming men- 
tally ill, given sufficient stress. Since stress is a fairly pervasive 
aspect of modern life, it is important to be able to identify when 
and what types of stress exceed a particular person’s tolerance and 
the processes of transition as he passes from potential to actual 
mental illness. Such knowledge seems at present to be only rudi- 
mentary. 

Since mental illness is not “an illness’ that pervades the total 
personality, how much of it must one “have,” or how much of 
one’s personality has to be affected, to be categorized as mentally 
ill or emotionally disturbed and in need of treatment? Since men- 
tal illness is not a constant (a person is not continuously mentally 
ill), how much of the time must he be ill to be diagnosed as such? 
Psychiatrists differ on their criteria and on the importance they 
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attribute to the frequency and severity of the disturbance, and on 
whom to include or exclude from the category. Differences of 
opinion will, of course, be more evident about persons who are 
mildly disturbed or hovering on the brink than about the severely 
psychotic. But some professionals take the position that we are all 
more or less emotionally disturbed or neurotic and that, if it were 
practicable, we should all have treatment. This point of view 
eliminates the problem of identifying the mentally ill, but it then 
makes it impossible to cope with the patient population. 

In differentiating the mentally ill from the nonmentally ill and 
the mentally healthy, the question arises: Are these differences of 
degree or of kind? The professional’s assumptions will influence 
significantly his attitudes toward patients and their treatment and 
what he expects to achieve with them. Some see psychoses, neu- 
roses, and mental health all as being but differences of degree; 
others see them all as differences of kind. An in-between view 
singles out psychoses as different in kind from neuroses and men- 
tal health. 

The relationship between physical illness and mental illness has 
been a controversial question for some time. Where there is a 
clear organic pathology, it is relatively easy to see the connection. 
Where, however, the illness appears to be functional, there are 
differences of opinion about the similarities and dissimilarities 
between physical and mental illness. Concerning an illness such 
as schizophrenia, there is much unresolved disagreement about 
“what” should be treated. ‘The major division in psychiatry at the 
present time seems to be between those who emphasize an organic 
view of mental illness and focus on a somatic treatment and those 
who emphasize a psychodynamic view and focus on psychological 
or interpersonal measures. 

The issue between the “organicists’” and the “psychodynami- 
cists” is in the conception of the locus: to the former, the locus 
is a diseased part, the “trouble” residing in the brain or body; to 
the latter, there is no tangible or specific physical pathology, but, 
instead, a disturbance within the psychological “‘self,” or in inter- 
personal relations. ‘The more sociologically oriented group pro- 
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jects the locus beyond the individual, upon the family, the com- 
munity, or the society. 

There is as much controversy over the etiology of most mental 
disorders as there is over their “location”: they are attributed to 
somatic, genetic, or developmental defects, or to deprivation, psy- 
chic trauma, insufficient love or other stressful social situations, 
or to inadequate socialization. All these explanations may be of- 
fered for the same type of mental illness as well as for different 
types. It is clear that no one cause is sufficient to explain the 
various kinds of mental illness. 

Related is a problem of specifying what a patient needs to “get 
well.” Mental illness is seen as a disequilibrium in one or more 
areas of functioning—biological, psychological, or social. ‘Thus, 
professionals differ as to their interpretations of patients’ needs: 
which are most important and which need or combination of 
needs is salient for treatment; for their interpretations are, of 
course, associated with their various conceptions of how to change 
the disequilibrium—biological, psychological or social—so that 
the patient will no longer be defined as mentally ill. 

In addition to the above problems, the classifying and differ- 
entiating of different types of mental illness are far from satisfac- 
tory. According to Reid (1957) the function of nosological cate- 
gories is to enable one: (a) to communicate clearly about patients; 
(b) to label the disorder unambiguously; (c) to investigate the 
causes of illness; (d) to make inferences as to prognosis; and, (e) 
to decide what is the best form of therapy. Psychiatric classifica- 
tion has not as yet achieved these objectives. The deficiency in 
sorting out and labeling is a major deterrent in developing the 
form of treatment and system of care appropriate to each category 
of patient. In addition, there is disagreement about the usefulness 
of the present diagnostic categories, about the dimensions and 
orientation of a new diagnostic system, and even about the desira- 
bility and usefulness of having any diagnostic categories at all. 

The identifying and describing of the characteristics of men- 
tally ill or emotionally disturbed persons is also fraught with con- 
troversy. Although there is general agreement that there is “some- 
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thing wrong,” there is none on what the abnormality consists 
of and how it should be referred to. Some practitioners think of 
the individual’s disturbances as a mental disease: adopting a phys- 
ical-medical point of view, they consider crucial the “illness” as- 
pect of the patient. Others describe the disturbed person as emo- 
tionally-psychologically disturbed, as maladjusted, as incompetent 
or inadequate, as suffering from psychic conflicts or anxiety, or as 
having distortions of perception or inappropriate affect: theirs is 
psychodynamic or psychological perspective. Closely allied is the 
interpersonal frame of reference: the individual is said to be hav- 
ing difficulties in living and in relating to himself and others. 
Finally, a sociological frame of reference presents him as a de- 
viant, deficient in role performance, inadequately socialized, or 
unable to meet certain expectations. These points of view over- 
lap; there are variations and many sub-views within each; there 
are attempts to use more than one frame of reference, and there 
are varying emphases for different kinds of patient. But there is 
no agreement as to which frame of reference is most appropriate 
to characterize each type of illness—except, of course, for some 
clear-cut organic mental illnesses. These disparities are most evi- 
dent in reference to the schizophrenic patient. 

The view that the disturbance in mental illness is a function 
of a combination of the organic, the psychodynamic, and social 
systems of action implies that a description using any one of these 
alone has its limitations. When a mental illness is described from 
a single point of view, it seems insufficient to explain its range 
and variation. In addition, those committed to one interpretation 
often have difficulty in communicating with those committed to 
another, and it is not easy to integrate various interpretations 
into a coherent and usable frame of reference. 

The current explanations for the continuation of a mental ill- 
ness show the same variations in orientation. Some psychiatrists 
see it as persistent somatic defect or deterioration; others as un- 
resolved psychic conflicts; still others as being perpetuated by the 
patient’s social environment and paucity of opportunities for 
learning. 
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CONCEPTIONS OF HELP AND TREATMENT 


There are at present unresolved issues in the philosophy of 
treatment and practice, and practitioners disagree on the value 
and efficacy of various modalities of treatment and on the answers 
to the questions: What is wrong with the patient? What does he 
need? What should be changed? When he eventually selects a cer- 
tain treatment as the most efficacious, a practitioner reveals inci- 
dentally what he considers to be the appropriate unit of treat- 
ment. The trend in defining the unit of treatment seems to be 
moving in two directions: some professionals define the unit of 
treatment as a specific organic area, but an increasing number 
see it as encompassing a wide range of processes and procedures, 
for example, the community. The dilemma in delineating the 
unit of treatment is serious. On the one hand, it must be sufh- 
ciently circumscribed to be manageable; but this may leave sig- 
nificant and relevant aspects unfocused on or untreated. On the 
other hand, the conception of the unit must be broad enough to 
include significant and relevant factors, for example, sociocultural 
factors. But, so broadened, the unit of treatment may turn out 
to be an entity unmanageable for therapeutic purposes—how does 
one, and can one, “‘treat’’? a community? Thus, the problem is: 
Can the unit of treatment be circumscribed so that its limits are 
clear and manageable and, at the same time, include significant 
and relevant variables? In other words, can the strategic and sa- 
lient factors in different kinds of mental illnesses be specified and 
managed so as to bring about regular improvement? 

Isolating the appropriate unit of treatment involves some fur- 
ther unresolved questions. Under what circumstances and with 
what kinds of patient is one or another unit of treatment most 
appropriate? Leaving aside the clear organic cases, such as acute 
toxic states, general paresis, and cerebral arteriosclerosis, the ques- 
tion implies that no one unit of treatment should be identified 
as appropriate at all times to all types of mental illness. Other 
questions follow from this. May different units of treatment be 
selected for the same illness or for the same person under differ- 
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ing social circumstances? Upon what bases or criteria should one 
unit of treatment be preferred over another? 

Once the unit of treatment has been identified, the question 
arises: What can be done to, for, with, or about it, to help the 
patient? The forms or modes of treatment advocated vary: injec- 
tion, incision, convulsion, tranquilization, advice, support, psy- 
chotherapy, psychoanalysis, group therapy, family therapy, and 
milieu or environmental therapy. Again, different modes of treat- 
ment will be used for different patients, and more than one mode 
of treatment will be advocated for the same patient. 

Whatever mode of treatment is advocated or used, there are 
many unanswered questions—how change comes about, the cir- 
cumstances and the types of patient with which a particular treat- 
ment will succeed or fail, and why. Many therapies proceed with- 
out a conceptual or theoretical rationale or even any attempt to 
develop one; many practitioners are primarily interested in the 
results and not in their implications. A puzzling problem is that 
advocates of various modalities of treatment can and do claim the 
same degree of success with their particular mode. It seems that 
each modality has success with some type of patient. By selecting 
that part of the patient population to which a particular mode of 
treatment seems most applicable, most, if not all, treatment pro- 
cedures can be used with some success; it is rare for anyone to 
claim complete success. Yet the same treatment may fail consist- 
ently with another kind of patient. 

Because adequate procedures for evaluation have not been de- 
veloped and because evaluation studies, especially comparative 
ones, are too rarely made, and because, in general, evaluation is 
complex and difficult, competing therapeutic modes can persist 
without being subjected to a definitive test. Unfortunately, there 
is a tendency on the part of some practitioners to generalize from 
success with selected patients to all types. The evidence now avail- 
able is that no one mode of treatment is effective for all types of 
mental patients and for all kinds of persons who become patients. 
The tendency toward specialization along particular therapeutic 
lines is associated with different ideologies and points of view 
rather than with scientifically established knowledge. 
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There are a number of other issues in treatment. Practitioners 
vary in their goals for patients and their expectations of what they 
will be able to achieve, ranging from the one extreme, that of 
curing the patient, to the other, that of making him more com- 
fortable or relieving his symptoms. In between there are goals 
such as preventing further deterioration, correcting a defect, in- 
creasing insight, resolving psychic conflicts, reducing tension, help- 
ing personal adjustment, and restoring the patient to normal so- 
cial functioning. The evaluation of success or failure will, of 
course, depend, in part, upon the goals the practitioners select. 
Since they do not generally agree on their goals, either for all pa- 
tients or for types of patient, the criteria of success or failure of 
modes of treatment fluctuate. The continuation of partisan claims 
and the skepticism about the usefulness of an opposing group’s 
therapeutic techniques is to be accounted for, in part, by the var- 
lation in practitioners’ goals. 

The unresolved problems of treatment can be summarized as 
those of isolating and classifying different kinds of mental illness, 
identifying appropriate units of treatment, and differentiating 
modalities of treatment in order to fit the treatment process to 
the patient—to the nature of his illness or disturbance and to him 
as a person and a social being. 

Although there is much to be desired in conceptualizing and 
treating mental illness, this is not the “fault” of any particular 
discipline. It is rather in the nature of our present human situa- 
tion where our understanding of man and his functioning and our 
knowledge about human relationships falls so far short of our ur- 
gent needs. 

We have tried in this chapter to convey something of the back- 
ground of this study of the care of the mental patient by describ- 
ing the social and conceptual contexts and associated problems 
and issues. In the following chapter we shall describe the specific 
procedure and point of view of our study. 


Chapter 2 


Development of the Study 


Procedures 


The eight persons who constituted the professional staff of the 
Project on Patterns of Patient Care all had had previous experi- 
ence in research either in hospitals or in the general field of social 
psychiatry. One was a psychiatrist experienced in community or- 
ganization and the administration of mental health programs; an- 
other was an expert in rehabilitation previously trained in eco- 
nomics; the remaining six were social scientists with backgrounds 
in sociology and social psychology. 

They divided the field work in three sections, each one prima- 
rily focused on a major system of care. Members of the staff, usu- 
ally in teams of two for from one to three days each, visited 121 
facilities providing care to mental patients: 30 out-patient, 32 in- 
patient, and 59 ex-patient facilities. In each place they observed 
aspects of the programs and interviewed individuals responsible 
for specific activities and for over-all operations. 

Among the provisions for out-patient service examined in our 
survey were: court and mental health clinics, guidance centers, 
mental health associations, as well as private practitioners ? and 
public health programs in psychiatry, and projects in emergency 
and home care. We visited both large and medium-sized state 
mental hospitals, Veterans Administration mental hospitals, small 
private institutions, the psychiatric sections of general hospitals, 
and research and training institutes. A variety of aftercare or- 
ganizations and services were included: rehabilitation centers, 
sheltered workshops, half-way houses, clinics, and a number of 
agencies dealing with public welfare assistance, public health nurs- 
ing, social work, and vocational rehabilitation. 

Although our sample includes examples of almost every type 
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of facility for patient care, it is not a representative sample in a 
statistical sense of all facilities in the United States. Each institu- 
tion in our sample was selected deliberately according to the cri- 
terion set forth in our mandate, namely, that it be a place where 
promising, novel, or unconventional programs were in progress 
or process of development. We aimed at heterogeneity in such 
things as institutional auspices, size, and geographical region. 
Thus, our sample was designed to provide coverage of new trends 
and developments. 

In our observation and interviews we were concerned partic- 
ularly with the beliefs and assumptions that underlie the intro- 
duction of new programs, the background of problems and issues 
that led to their development, objectives of the programs, and 
their functions and results. In addition, we tried to determine the 
nature of the problems that emerged when such programs were 
introduced into traditional institutions and systems of patient 
care. Interviews were conducted with administrative and operat- 
ing personnel at various levels, and, wherever posssible, the pro- 
gram was observed in operation. 

In addition to field visits to treatment installations and inter- 
views with personnel attached to them, we interviewed a total of 
179 other experts in the mental health field: 52 were concerned 
primarily with out-patient care, 48 with ex-patient care, and 79 
took a more general interest in the field. Some of the interviews 
lasted for three and four hours, the average running to about two 
hours. 

Our experts were drawn from many different mental health pro- 
fessions and included nurses, psychiatrists, psychologists, sociolo- 
gists, anthropologists, social workers, and various other specialists. 
Some were administrators or directors of publicly supported de- 
partments or institutions; others were private practitioners. Some 
of our respondents were concerned primarily with theoretical is- 
sues and with research, while, to others, problems of practice and 
public education were basic. 

All of our interviews were relatively unstructured. They varied 
in substance depending on the respondent’s background and _ po- 
sition, the program, and the facility. On the whole, we asked 
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those interviewed to share their ideas with us about the most im- 
portant problems and issues in patient care, to describe what they 
believed to be the most promising lines of development in their 
Own institution and the field in general, and the directions they 
thought should be taken in the future. 

After a visit to a treatment facility, each member of the obser- 
vation team prepared independently a summary of his impres- 
sions. Primarily, it was an interpretive and analytic report focused 
on the general and potential significance of the programs for the 
care of patients. As our inquiry proceeded and our objectives be- 
came more sharply defined, the memoranda also changed; the 
topics were those discussed in the following chapters. Reports of 
interviews with expert respondents also stressed general principles 
and broad issues more than concrete details of specific programs. 
‘These memoranda were the most important material drawn upon 
for this monograph. | 


Point of View 


Probably the most important assumption in our analysis is, 
briefly, that the viewpoint of social science may be profitably 
adopted in studying mental illness. Specifically, we assume that 
social and interpersonal relationships—the forms they manifest, 
the values they embody, the patterns of their development—are 
variables equal in importance to those in biological and psycho- 
logical realms for more fully understanding mental illness and 
more adequately dealing with patients. This conviction is evinced 
in two ways here. 

First, to a large extent, we shall concentrate upon problems of 
social structure, cultural values, and the social organization of 
treatment systems, and upon social factors in the introduction and 
maintenance of certain forms and agents of treatment. In other 
words, our way of looking at events as social scientists lends im- 
portance to certain problems and issues that would not receive 
the same amount of attention were we oriented primarily toward, 
for example, the biological components of mental illness. Second, 
we shall be interested in the therapeutic or antitherapeutic signif- 
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icance of certain social processes themselves. Many new develop- 
ments in the treatment of patients utilize properties of the social 
milieu or emphasize the benefits of patient participation in the 
institutional community along with his involvement in tradition- 
ally defined therapies. We shall pay particular attention to a num- 
ber of programs that attempt to make explicit therapeutic use of 
social processes. 

Thus, we are interested in social variables both as contexts 
within which various forms of help are offered and as specific 
forms of therapy in and of themselves. 


Method of Analysis 


In three separate sections we shall examine, successively, provi- 
sions for the care and treatment of out-patients, in-patients, and 
ex-patients. Each section is introduced by an overview of the par- 
ticular system’s background and history and a brief description 
of the major facilities. Within the sections we have arranged de- 
scriptions and interpretations around issues or themes of general 
concern to students and practitioners. 

Each of the analytic subsections, that is, the chapters, dealing 
with particular themes within each of the major divisions, starts 
with a discussion of the theme of concern as it is reported by prac- 
titioners. Relevant programs are then described. Finally, we com- 
ment on the implications of each program for the treatment of 
mental patients and for the social organization of treatment facil- 
ities and discuss the issues involved. A chapter at the end of each 
section treats general implications and problems of the relations 
among the different themes and general issues in the care of pa- 
tients. A final chapter incorporates our recommendations and con- 
clusions. 

Three themes selected for discussion in each section reflect 
trends in the many specific recent programs for improving patient 
care. These themes of concern are: 

For out-patients: providing immediate help; extending out- 
patient services in the community; and broadening the conceptions 
of help. 
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For in-patients: individualizing care and treatment; breaking 
down the barriers between hospital and community; and develop- 
ing a therapeutic milieu. 

For ex-patients: tailoring aftercare; grading stress; and providing 
continuity of care. 

One or another of these themes represents the original or the 
leading impetus in new and significant developments. Many of 
the activities we shall describe are relevant to a number of themes, 
and, when that is so, we discuss the programs within the context 
that professionals see as particularly relevant, if certain critical 
questions of psychiatric practice may be illuminated thereby. For 
example, the establishing in general hospitals of psychiatric sec- 
tions for in-patients, which could be discussed from various angles, 
is generally seen as part of the trend to break down barriers be- 
tween hospital and community and, in particular, to combat the 
stigma attached to mental illness and to facilitate admission to 
treatment. 

We have focused on new possibilities in the care and treatment 
of patients and have explored problems created by the introduc- 
tion of new programs into traditional systems and facilities. It is 
true, for example, that a detailed inventory of current practices 
reporting the numbers of institutions that have introduced thera- 
peutic milieus might be useful for some purposes; however, we 
believe that it is more important to approach the problem quali- 
tatively and to analyze the various assumptions and implications 
contained in the major forms of therapeutic milieu. Throughout 
we have tried to keep the impact of the system of care on the pa- 
tient as our central focus. 

No panaceas are offered. We hope that when the reader finishes 
the book he will have become less certain of his beliefs about the 
most effective ways of helping mental patients but more commit- 
ted to the search for better ones. 


Part II 


The Out-patient System 


Chapter 3 


Characteristics of the Out-patient System 


In this chapter we describe the out-patient system of care for emo- 
tionally disturbed persons, beginning with a general description 
and an historical synopsis to provide a background for the discus- 
sion of new developments and trends. 


An Overview 


Although it is difficult to estimate the need for out-patient serv- 
ices in any particular community, that they are insufficient to meet 
the actual and the potential demand is demonstrated by the fact 
that as soon as a clinic opens it is overwhelmed with applications 
and within a short time has to establish a waiting list.' Moreover, 
it is well known that many private practitioners have to turn pa- 
tients away. Generally throughout the country, a shortage of facil- 
ities and professional workers is made worse by the ever-increasing 
demand for their services. 

Because the pressures are so great, most professionals spend 
their time in giving direct treatment to patients. Many psychia- 
trists, however, carry on “mixed activity’’—teaching, training, and 
consultation in addition to treatment. This state of affairs is oc- 
casioned by the increase in requests for consultation by nonpsy- 
chiatric health and welfare agencies, by the increasing importance 
of the teaching of psychiatry in medical schools, and by requests 
for consultation by physicians, judges, clergymen and others. 

The services to out-patients rendered by public and private 
clinics and by private practitioners in psychiatry and psychother- 
apy have grown rapidly, resulting in a diversified system of care. 
For example, there are clinics conducted under the auspices of the 
federal government, state governments, and local governments, 
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and there are private agencies, some supported by the community 
chest; there are clinics attached to courts, schools, industrial plants, 
medical schools, private mental hospitals, and the psychiatric sec- 
tions of general hospitals. 

Help is supplied not only by psychiatrists but also to an increas- 
ing degree, and often despite the opposition of psychiatrists, by 
nonmedical therapists, such as clinical psychologists and psychi- 
atric social workers, who vary widely in background, orientation, 
and ideas of treatment. Individuals suffering from psychoses, neu- 
roses, or alcoholism or who manifest criminal or suicidal behavior 
or who struggle with problems in school or in marriage may be 
treated by psychoanalysis, drugs, group therapy, or electric shock. 
Each practitioner tends to specialize in one type of therapy and 
holds out different goals for his patients. | 

Although the idea of “going to a head-shrinker”’ is still ridi- 
culed, the public is more and more willing to accept psychiatric 
treatment, though it often entertains unrealistic expectations of 
quick and easy cures. When miracles are not performed, the pa- 
tient or his relatives may grow skeptical of the psychiatrist’s abil- 
ity. Some physicians still misunderstand and reject psychiatry and 
psychiatrists, although many argue that closer cooperation and the 
acceptance of psychiatry as a respectable branch of medicine is not 
only desirable but inevitable. 

Clinics and private practitioners tend to function in isolation 
from each other and maintain little formal connection with in- 
patient or ex-patient facilities. Because of the pressure of demand, 
many agencies devote themselves exclusively to the immediate 
problems of their patients. However, under the influence of new 
programs such as emergency psychiatric services and day-and-night 
hospitals, isolation breaks down. Moreover, the present tendency 
to see the unit of treatment as including more than a particular 
patient is forcing practitioners to pay greater attention to the com- 
munity and the social environment. For example, the treatment 
of children in recent years has come increasingly to include treat- 
ing the child’s family. 

Each mental hygiene clinic establishes its own criteria for ad- 
mission, selecting the type of patients who fit in and rejecting 
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those who do not. Thus, patients may be accepted or rejected on 
the basis of such considerations as age, diagnosis or type of prob- 
lem, education, or “readiness” for treatment. Clinics also vary ac- 
cording to the type of treatment they emphasize, its frequency 
and intensity, and the social class of the patients. 

Clinics are ordinarily under medical direction, responsibility 
resting with a psychiatrist. However, psychiatrists are frequently 
only part-time employees whereas the bulk of the work is carried 
on, under their general direction and supervision, by social work- 
ers. Of late, psychologists have taken a more active role in clinics, 
and the clinical team includes the psychiatrist, psychologist, and 
social worker, integrating the skills of each and maximizing their 
help to the patient. While mental health clinics have proliferated 
and expanded in our cities, so, too, the private practice of psychi- 
atry, psychotherapy, and especially of psychoanalysis has devel- 
oped rapidly since World War II. The private practice of psychi- 
atry tends to be polarized around either psychotherapy or so- 
matic treatment. Somatic out-patient treatment consists primarily 
of chemical and electric shock therapy. Among the various kinds 
of psychotherapy, the psychoanalytically oriented is a dominant 
mode. Fees are too high for those of low income to seek it out or 
to enjoy continuing treatment as private patients, and the private 
practitioners on the whole serve the middle and upper class while 
the others depend on the community clinic or state mental hos- 
pital. But even those able to pay high fees frequently experience 
difficulty getting the help of private practitioners when they want 
it because they are so much in demand. 


Historical Survey 


Help for emotional disturbance given while the patient is not 
institutionalized is at once old and new.” Before the advent of in- 
stitutions for the specific treatment or custody of the mentally ill 
in the late eighteenth and early nineteenth century in this coun- 
try, most sufferers remained in the community. If they were for- 
tunate, they received some help or were left alone. A less fortu- 
nate minority were imprisoned. The individual who lived with 
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his family was “managed” within the framework of a society 
largely rural: the availability of simple tasks, the close integration 
of the family, and often its isolation made it possible to keep him 
in his natural setting. As the industrial Northeast developed and 
migration to the West broke up many homesteads, the housing of 
mentally disturbed persons became for the first time an acute 
problem, whose solution was often to place them in workhouses, 
poorhouses, and jails. 

The humanitarian appeals of Dorothea Dix inspired the devel- 
opment of the mental hospital as the appropriate place for the 
cure and treatment of mental patients. Beginning in the mid- 
1800s, the focus of psychiatric activities shifted to the large public 
mental hospital. As these. grew larger and more preoccupied with 
their own inner life, they grew isolated from and neglected by the 
communities which they served and whose support they needed. 
Not until the 1900s was there a widespread movement to return 
psychiatric activities to the community. It was stimulated by prog- 
ress in scientific medicine, the development of psychotherapeutic 
methods, and the expanding mental hygiene movement, which, it 
was hoped would do for psychic illness what public health was 
beginning to do for communicable diseases. 

Although physicians in their day-to-day private practice have 
treated mentally disturbed persons for centuries, the treatment of 
mental patients living in the community is at most seventy to 
eighty years old. It seems to be associated with a broadened con- 
ception of what is susceptible to psychiatric treatment and with 
the abandonment of the idea that patients suffering from the se- 
verer pathologies must be completely separated from their fam- 
ilies. At present many practitioners maintain that the treatment 
of the patient in his natural surroundings often will be of greater 
benefit than hospitalization and that hospitalization, when needed, 
is but one phase of a program of treatment. 

When Hammond in 1879 maintained that mental patients 
might fare better outside mental hospitals, he expressed a grow- 
ing body of medical opinion. Thus, several decades before the 
turn of the century psychiatrists began to develop clinical services 
in the community. A little later the Michigan Neuropsychiatric 


Characteristics 31 


Institute at Ann Arbor (1906), the Boston Psychopathic Hospital 
(1912), and the Henry Phipps Clinic of the Johns Hopkins Uni- 
versity (1913) were founded with fully developed psychiatric out- 
patient services. 


CLINICS 


Although so-called “Nerve Clinics” had been established in 
Philadelphia in 1867 and in Boston in 1873, the first real out- 
patient psychiatric clinic in this country was opened in 1885 in 
Philadelphia when the managers of the Pennsylvania Hospital for 
the Insane extended the operations of the out-patient department 
of the Pine Street Hospital to provide a dispensary for those suf- 
fering from incipient mental disease.* The service, considered ex- 
perimental, was undertaken with the “conviction that in a city of 
one million inhabitants, a large number were suffering from pre- 
monitory symptoms of insanity such as nervous prostration and 
depression, who might receive timely advice and treatment and 
that a further development of mental disorder might thus be ar- 
rested” (Hurd, et al., 1916, pp. 415-16). A few months later, the 
trustees of the State Hospital for the Insane at Warren, Pennsy]l- 
vania, started an out-patient service (Deutsch, 1949, p. 296). In 
1891 Dr. Walter E. Fernald began consultations at the Massachu- 
setts State School (Fernald, 1920), and in 1913 there were clinics 
for mental defectives in several other states. In New York City 
Cornell Medical School developed a mental clinic in 1904 headed 
by Dr. Adolf Meyer and the staff members of the State Patho- 
logical Institute (Cheney, 1923, p. 234). 

Traveling clinics were first established in New York State in 
1909 and in Massachusetts the following year. Most were diagnos- 
tic and operated by the state hospitals using state hospital person- 
nel. They were an outgrowth of an effort to make hospital clinics 
an integral part of the community (Barhash, et al., 1952, p. 7). 

Although the first clinics started under hospital auspices and 
primarily served adults and the severely disturbed, the growth of 
clinics throughout the country owes much of its impetus to the 
development of the child guidance movement. The first commu- 
nity services for children grew out of the interests of progressive 
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juvenile court judges and interested physicians. In 1909 Dr. Wil- 
liam Healy, a practicing neurologist, founded the Chicago Psycho- 
pathic Institute and in 1917 became the first director of the new 
Judge Baker Foundation in Boston. 

In the early 1920s the Commonwealth Fund in cooperation 
with the National Committee for Mental Hygiene (now the Na- 
tional Association for Mental Health) established demonstration 
clinics in many American cities. ‘To staff them the Fund provided 
for the special traming of teams of psychologists, psychiatrists, 
and social workers, and it supported clinics for periods of six 
months to two years in cities requesting the demonstration. Most 
of the patients were children referred by the courts. Later, in a 
five-year experiment, community clinics were established that em- 
phasized work with other social agencies and with schools. The 
Fund anticipated that the communities would arrange to main- 
tain their clinics by raising funds locally after seeing the demon- 
stration. 

Public interest in mental illness was stimulated by the publica- 
tion of Clifford Beers’s book, A Mind That Found Itself (1908), 
which was as important in the development of the mental hygiene 
movement and community psychiatric services as the memorials 
of Dorothea Dix at an earlier period had been in humanizing the 
care of the mentally ill. The mental hygiene movement made a 
plea for the training of medical specialists to treat emotionally 
disturbed persons before their illness demanded hospitalization. 
As a result, ambulatory care “stimulated by new concepts of the 
nature of mental illness and the discovery of new therapeutic pro- 
cedures, became as characteristic of the twentieth century as the 
insane hospital was of the nineteenth” (Hollingshead and Redlich, 
1958, p. 144). 

World War II dealt a severe blow to mental hygiene clinics in 
general and to the traveling clinics in particular because of short- 
ages in personnel. However, the end of hostilities brought a re- 
newed community concern about psychiatric problems, stimu- 
lated by the work of the Veterans Administration Clinics with 
discharged veterans and by that of the National Institute of Men- 
tal Health (NIMH), created in 1947 under the National Mental 
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Health Act of 1946. Indeed, the increase in psychiatric clinics 
since World War II has been impressive. Of the more than 1,200 
out-patient clinics in existence in the United States in 1955, only 
8 were in operation before the turn of the century. Sixty were 
functioning by 1920, 217 by 1930, and 372 by 1940. On the aver- 
age, 15 clinics were opened each year of the war, that is, between 
1940 and 1945. After 1946 the number of new clinics increased to 
more than 60 per year (Bahn and Norman, 1957, pp. 3-4). Thus, 
nearly two thirds of all clinics in this country were opened in 
1946 or later. Perhaps the greatest stimulus was the federal sup- 
port made available to states under the terms of the National 
Mental Health Act. More recently, the availability of NIMH 
funds for demonstration projects has stimulated experimentation 
with a variety of community psychiatric services. 

In many states, separate bureaus or divisions have been estab- 
lished to foster and coordinate state-wide development of out-pa- 
tient psychiatric clinics and mental health programs and facilities. 
State action in this field began in a few states in the 1920s and has 
greatly been expanded since the National Mental Health Act was 
passed in 1946. Each state now has a designated mental health 
authority responsible for the use of federal funds earmarked for 
community mental health program development. 


PRIVATE PRACTICE 


A detailed and authoritative history of the private practice of 
psychiatry remains to be written. In the 1800s most psychiatrists 
were superintendents or assistants on the staff of private and pub- 
lic mental hospitals. A few physicians, usually associated with 
medical schools and called “alienists,” became especially inter- 
ested in mental illness and served as expert witnesses and examin- 
ers in courts. In the late nineteenth century, with the development 
of pathology, more physicians began to specialize in disorders of 
the nervous system: neurologists began to treat patients with emo- 
tional disorders by talking to them, prescribing sedatives and ton- 
ics, rest and exercise, electrical stimulation, and massage. The 
term neuropsychiatrist came into use to designate the medical 
specialist dealing with nervous and mental disease. Many of the 
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great teachers and pioneers of modern psychiatry began their ca- 
reers in neurology and/or neuropathology. T’wo were particularly 
important, as their teachings laid the foundation for modern psy- 
chiatric practice outside the large and isolated mental hospitals: 
Adolf Meyer, who held that the mental patient should be studied 
and managed in his own community; and Sigmund Freud, who 
laid the groundwork for dynamic psychiatry and many of our 
present-day psychotherapies. 

As the work of Freud and Meyer began to spread, more psychi- 
atrists went into private practice, oriented to the community and 
the medical schools rather than to public and private mental hos- 
pitals. However, information concerning the private practice of 
psychiatry is extremely limited, and we make no attempt to col- 
late this information.* | 

In this chapter we indicated some characteristics of the out-pa- 
tient system of care in order to provide a background for the chap- 
ters that follow. There we shall discuss new developments in the 
field of out-patient care. These developments represent current 
attempts to deal with the shortcomings and are mainly concerned 
with altering the conception of help and restructuring the nature 
of out-patient care. 


Chapter 4 


Providing Immediate Help 


Since the inception of out-patient psychiatric services, clinically 
trained professionals have been concerned with early diagnosis 
and treatment of mental disorder. Recently, they have been urg- 
ing immediate help to individuals seeking or thought to require 
assistance for emotional disturbance.* 

The current interest in immediate help has grown in part out 
of observation of the deleterious effects of present practices. Many 
persons who eventually require hospitalization were not given 
help at an early stage in their difficulties. Others, because of lack 
of early help, repeatedly resolve life crises in mentally unwhole- 
some ways and chronically inadequate modes of functioning be- 
come stabilized. 

Moreover, practitioners have begun to see the effects of this 
state of affairs on help facilities. For instance, they note the drain 
on social agencies when their services are depleted by a small 
number of families with multiple problems of a chronic nature 
(Buell, 1952). And some hospital psychiatrists believe that mental 
hospitals are overcrowded because many patients were not helped 
in the community before they actually needed hospitalization. 

These observations point to the need for a community service 
freely available at the time of crisis or early manifestations of dis- 
turbance. Such a service would provide the help the emotionally 
disturbed person needs or would guide him to an appropriate 
facility. 

The trend in the United States of providing immediate help 
for psychological disturbances is very new. As recently as 1956 a 
conference on community mental health programs reported that 
while “emergency treatment service on the spot is available in 
some European communities .. . firsthand experience with this 
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kind of service in the United States is not yet available” (Milbank 
Memorial Fund, 1956, p. 154). American practitioners who have 
visited the Amsterdam emergency psychiatric service (Querido, 
1955, 1956; Millar and Henderson, 1956) have been impressed 
with the value of the program and have been eager to develop a 
similar service in this country. Some English programs that com- 
bine early treatment and home visiting, such as those at Notting- 
ham (MacMillan, 1958) and Worthing (Carse, et al., 1958; “The 
Worthing Version,” 1959), also have stimulated the American 
practitioner to think of more immediate help. There still, how- 
ever, are very few such programs in the United States. Nonethe- 
less, some of the practitioners we interviewed maintained that 
adequate out-patient treatment requires such a service and that 
the introduction of immediate treatment may result in far-reach- 
ing changes in current practices. 

The assumption has been that the sooner medical care is given, 
the better the prognosis, the more effective the treatment, the 
quicker the recovery, and the more economical the service. The 
hospital emergency room, battalion aid station, ambulance serv- 
ice, and first-aid training of Boy Scouts and Red Cross workers 
are concrete expressions of society’s concern with sudden illness 
or injury. But in the case of emotional disturbance, the public 
sees the need for immediate intervention only when the person 
is a threat to himself or to those around him: it is the danger to 
the community that defines the situation as an emergency rather 
than the person’s need. In a parallel way, the psychiatric system 
of care customarily mobilizes for immediate action only when 
such danger exists. 

This situation appears to be changing. Programs of immediate 
help are now being planned; a few have begun operation in the 
past several years. Certain conditions in out-patient psychiatry 
aid this development. 

First, practitioners are willing to experiment with different 
ways of giving treatment. For one thing, treatment in the com- 
munity at the time of the crisis is now being tried. Many practi- 
tioners are coming to believe that immediate help in the individ- 
ual’s home can accomplish a great deal. Querido (1956, p. 162) 
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has even said that ‘any removal of a mentally disturbed patient 
from his social background implies the side-stepping of the nu- 
cleus of the problem.” At the very least, many practitioners find 
it valuable to investigate whether the patient can be treated im- 
mediately in his own surroundings before they take other action. 
Second, the relative flexibility of clinic and office practice, com- 
pared with in-patient treatment, encourages experimentation. 

The newness of the few emergency services in this country 
makes it difficult to assess what facilitates as well as what hinders 
their development. There appear to be at least two major sets of 
obstacles: one is connected with present practices in the care of 
out-patients; the other with the individual involved. To the out- 
side observer, the more obvious barriers are those inherent in the 
structure of out-patient care, especially the shortage of psychiat- 
ric personnel. Practitioners inundated with patients who present 
themselves for treatment have little time to seek out persons who 
are showing signs of disturbance. 

Various organizational rules and administrative procedures in 
out-patient care delay treatment. For example, most clinics oper- 
ate only during the day when it is difficult for a working man to 
attend, and rules of eligibility, processing procedures, and long 
waiting lists are also discouraging. In addition, the chaotic state 
of the referral system in most community agencies means that 
emotionally disturbed persons may be shunted from one agency 
to another before or without obtaining help. 

In private practice, the psychiatrist's conception of his role 
serves as an obstacle to immediate help. For example, Henry A. 
Davidson (1956, p. 43), who conducted a survey of psychiatrists, 
reports that “willingness to make calls . . . correlates with low 
frequency psychotherapy” and that “one-fourth of the respondents 
said they would not make a house call no matter what the psychi- 
atric emergency.” 

Occasionally, immediate psychiatric help is available on a pri- 
vate basis. But even for those who can afford it, the fee of the 
private practitioner may make many reluctant to seek help unless 
the problem appears very serious. Private practitioners carry few 
patients with low incomes, and many with middle incomes who 
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could afford a specialist cannot pay for the services of a private 
psychiatrist even for short-term help. 

Moreover, certain psychiatrists think only of long-term, insight- 
producing psychotherapy; most therapists give treatment only on 
a one-to-one basis and believe that dealing with the patient’s fam- 
ily is an interference with therapy or, at best, a time-consuming 
“extra” service. These beliefs are not conducive to giving emer- 
gency or on-the-spot help. 

The other set of obstacles to early psychiatric help—those re- 
lated to the characteristics of persons needing help—may appear 
to the psychiatric professional to be the greater hindrance. It is 
now widely accepted that the value placed on help for emotional 
disturbance varies in different cultural and class groups and may 
determine the time it takes to get treatment. 

Among some people the idea of psychiatric help is altogether 
disapproved of; others are barely aware of what psychiatric help 
is or what it might accomplish; and still others fear the stigma 
attached to psychiatric treatment. As a result, individuals or fami- 
lies often delay until the difficulty becomes a major personal or 
community problem (Myers and Roberts, 1959; Whitmer and 
Conover, 1959). Furthermore, there is evidence that most persons 
go through several redefinitions of their problem before they ar- 
rive at a definition of serious psychological difficulty (Yarrow, et 
al., 1955a). Often they completely fail to recognize that the trouble 
is “psychological” even after the patient has been hospitalized 
(C. G. Schwartz, 1957). 

For the most part, immediate help programs are being de- 
veloped by the social psychiatrist, the community-oriented social 
worker, and the psychiatrically oriented public health officer. In 
the sections that follow, we shall discuss the forms of their pro- 
grams of immediate help and their implications for patient, com- 
munity, and psychiatric practice. 


Forms of Immediate Help 


Current programs provide four modes of immediate help for 
emotional disturbance: new emergency services at conventional 
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treatment facilities; on-the-spot treatment offered in the commu- 
nity; psychiatric “on call” information services; the development 
in various community caretakers of an emergency orientation to- 
ward emotional disturbance. In different ways each form attempts 
to eliminate or to reduce the various obstacles to early treatment 
previously discussed. 


EMERGENCY PSYCHIATRIC SERVICE AT THE CLINIC 


Some practitioners are now clearly aware of the obstacles to 
immediate treatment inherent in conventional out-patient facili- 
ties. But changes in practice rarely come about through the com- 
plete reorganization of existing institutions; rather, a new practice 
is introduced to fit in with the older, so that no one is aware that 
anything radical has occurred. This “evolutionary planning,” as 
it is called by Lemkau (1957), seems to be the way in which emer- 
gency services at clinical facilities have developed. 

Practitioners find good reason for not entirely revamping older 
practices. What may be an obstacle to one objective may be advan- 
tageous to another, equally important objective. Thus, even 
though a waiting lst may impede giving immediately needed 
help, the fact that he waited may be of benefit to the patient. 
Some clinicians believe that patients who enter treatment after 
a waiting period value it more and therefore work harder at ther- 
apy than they would if offered it immediately. In any case, prac- 
titioners are reluctant to reorganize present clinical facilities until 
more is known about the most effective ways of running them, 
and in the end they have contented themselves with adding special 
features to existing operations to make help more quickly avail- 
able. 

One way of doing this is to add a special emergency service to 
a regular out-patient psychiatric clinic. In most clinics, appoint- 
ments for initial visits are usually arranged by telephone, fre- 
quently as long as three to four weeks after the first contact. At 
that time, the patient is generally seen by a social worker who 
talks with him to get some idea of his problem, background, social 
history, and so on. He then may be interviewed by a psychiatric 
resident, fellow, medical student, or interne, tested by a psycholo- 
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gist, and in some instances, examined by a staff psychiatrist. After 
the information about him is processed, the psychiatrist deter- 
mines the diagnosis and the disposition. If he is accepted for treat- 
ment—especially if recommended for individual psychotherapy, 
that being the most usual form of treatment in mental hygiene 
clinics—his name is placed on a waiting list. Then he may wait 
six months or a year or more before entering treatment; in all 
cases there will be appreciable delay. 

A consequence may be a systematic selection of certain kinds of 
persons for treatment. Furthermore, those who drop from the 
waiting list may still be greatly in need of help (Morris and 
Soroker, 1953). Many may be hospitalized at some later point. But 
perhaps more important is the fact that what was initially a prob- 
lem confined to an individual or family may develop into a dis- 
turbance affecting many persons. It is to reach the troubled person 
ordinarily by-passed by more conventional practices and to pre- 
vent his difficulty from becoming more extensive that clinics have 
initiated emergency psychiatric services. 

Sometimes an emergency service is found operating in connec- 
tion with the out-patient psychiatric clinic of a large medical center 
(Zwerling, 1958; M. D. Coleman, 1958; M. D. Coleman and Zwer- 
ling, 1959). In one such service members of the clinic staff (third- 
year residents and fourth-year fellows) devote one day a week to 
emergency duty, seeing without delay anyone who presents himself. 
Interviews vary from a few minutes to an hour. After the initial 
interview, the patient may be able to handle his difficulty without 
further assistance, but he is assured that he may return for help 
if needed. More often, four or five emergency interviews are 
scheduled with him and his family to advise on the immediate 
problem, to give tests, and so on. If longer therapy is indicated, 
the patient is referred to the regular clinic for intensive treatment. 
The Emergency Clinic operates daily from nine to five, on Satur- 
day mornings, and on some evenings. Patients who request help 
at other hours are directed to the Emergency Ward, which is 
staffed around the clock by residents, one of whom may handle 
the situation in a single interview or by referral to the Emergency 
Clinic for an interview as soon as possible. Where necessary, he 
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can hospitalize the patient on the ward or refer him to the out- 
patient clinic for tests. The same choices are open to the psychi- 
atrists in the Emergency Clinic during the daytime. 

Although a detailed and long-term evaluation of the service is 
yet to be made, the clinic staff believes that five types of cases 
receive striking benefits from it: the anxiety-ridden or hysterical 
given an authoritative explanation of anxiety symptoms as fear 
equivalents; the guilt-ridden given an opportunity for catharsis 
and forgiveness; the angry individual whose feelings are permitted 
expression; the dependent one who derives support from quasi- 
magical authority figures; and the obsessive-compulsive given help 
in bolstering crumbling defenses. 

Flexibility of operating procedure is perhaps the most impor- 
tant asset of emergency psychiatric clinics. In a sense, they serve 
as a general psychiatrist, seeing all kinds of persons with all sorts 
of difficulties, providing immediate help during crises, continuing 
emotional support following the crisis, determining the most ap- 
propriate long-range treatment or help and obtaining it for the 
patient, and standing by in case of further need. A variety of 
alternatives are available to the attending psychiatrist: he can have 
the patient admitted to either a closed or open ward in the hos- 
pital, to a day-care or night-care program, referred for long-term 
psychotherapy at the clinic or for service at a number of commu- 
nity health and social agencies, scheduled for a number of visits 
at the Emergency Clinic, or discharged. 

Special procedures of admission that eliminate the long wait for 
therapy are a second provision in the Emergency Clinic for giving 
immediate help. For years practitioners have insisted that the 
patient should receive help the moment he contacts the clinic or 
hospital and that the very first interview should be therapeutic, 
then and there. But, particularly in clinics, no matter how well 
managed, this always seems to call for more help than is at hand. 

A solution found by some clinics is to assign individuals await- 
ing individual therapy to psychotherapeutic groups. ‘Those in 
need of help thus receive it immediately with little formality. 
These treatment groups have other advantages. For one thing, 
they can help determine who is a suitable candidate for individual 
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treatment. The patient joins a group where continuity of thera- 
peutic culture is possible, as members enter and leave at different 
times. Sometimes he may be one who feels more at ease with 
group than individual therapy because of the support derived 
from peers (Peck, 1953). Many patients elect to remain in the 
group even when individual therapy has become available, and 
some receive group and individual treatment simultaneously. 

Group treatment is used, too, as a device for giving immediate 
help to parents of children waiting for treatment (Ginott, 1956). 
In one clinic (Hallowitz and Cutter, 1954), during the intake 
phase, parents are helped, individually or in joint sessions, to work 
on their problems with their child. As a result, only about one 
half of the cases in which full treatment was anticipated turn out 
to need more help. The waiting period was thus reduced from 
six to four months, and all the parents received some immediate 
assistance. 

Moore and Albert (1959) describe the attempts of a small men- 
tal hospital to solve the problem of the waiting list. It aims at 
circumventing hospitalization by providing immediate care, either 
in the patient’s home or at the hospital. ‘This service, however, 
resembles an out-patient clinic rather than a program of emer- 
gency care. The authors report that they have been able to see 
only about half the patients on the hospital waiting lst and of 
these, about one third can be saved hospitalization by being given 
immediate attention. Another one third is found to require in- 
patient care, while the final third needs only out-patient care— 
presumably that given in conventional treatment facilities—or 
referral to some agency other than a mental hospital. 

There is a third way in which an emergency service has been 
added to a treatment institution. Some general hospitals offer psy- 
chiatric emergency help as part of their emergency services. Ordi- 
narily, psychiatric units of general hospitals handle some psychi- 
atric emergencies, but few encourage the community to use the 
hospital in this way. At present, a small number of hospitals are 
experimentally reversing the policy. 

At one general hospital we visited, a psychiatrist—usually the 
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resident on the psychiatric ward—sees an emotionally disturbed 
person who comes to the emergency room and if necessary, admits 
him to the psychiatric section of the hospital. Otherwise he is 
given whatever immediate help is appropriate, including sugges- 
tions as to the course he might pursue in getting help. 


PSYCHIATRIC HELP ON THE SPOT 


On-the-spot help for psychological disturbance is not, in itself, 
a new idea even in the United States. Alcoholics Anonymous has 
given this kind of help for many years, as did Recovery, Inc., a 
self-help organization, when it was started by a psychiatrist in the 
late 1930s (Low, 1949).2 These two are privately sponsored, cover 
only a small and limited proportion of the emotionally disturbed 
in the community, and, though in its early days Recovery, Inc., 
was directed by a psychiatrist, neither it nor Alcoholics Anony- 
mous has developed within the mainstream of psychiatry. The 
programs we shall discuss below differ from them in several re- 
spects. They represent a development in the field of social psychi- 
atry. They are directed by psychiatrists and firmly anchored in 
medical practice. They deal with various types of emotional dis- 
order and give full coverage of a community, whether of a small 
section of a city or of an entire municipality. Finally, they utilize 
the range of alternative treatment and social services considered 
necessary for adequate therapy in the community. 

The best developed example of the municipal emergency psy- 
chiatric service is that of Amsterdam (Querido, 1955, 1956). Like 
other on-the-spot programs, it offers immediate mobilization of 
psychiatric help and management of the case outside a clinical 
setting. The service gives social rather than medical treatment in 
the strict sense: neither medicine nor psychotherapy is offered 
during the emergency call to the home. Rather, the service seeks 
to diagnose the difficulty, to handle the problem on the spot or 
to decide what kind of help is needed, and to establish the indi- 
vidual as patient or client in the appropriate facility. Thus, its 
function is “‘first aid” rather than definitive treatment. The fact 
that it originated in a service handling the distribution of beds 
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in a mental hospital gives it an added advantage, for it has at its 
disposal the central file of all those hospitalized in government 
mental institutions. If the person calling the service is already 
known, the problem may be handled by telephone. If he is un- 
known to the service, the psychiatrist is “bound to go out and 
investigate.” 

From one point of view, the extensive scope of the Amsterdam 
service is its most significant characteristic. It is set up to deal 
twenty-four hours a day with the psychic emergencies of a city’s 
entire population of 860,000 and to give attention to the emotion- 
ally disturbed for whom help is requested without regard to fi- 
nances, psychological condition, or social class.? 

In this country a program (to be described in the next chapter) 
somewhat similar to the one in Amsterdam, the Psychiatric Home 
Treatment Service of the Boston State Hospital (Perry, 19509; 
Rolfe, 1959; Friedman, et al., 1959), was established in 1957. It 
is concerned with the issue: can persons ordinarily hospital- 
ized in a state mental institution be treated in their homes? 
One aspect of the service is to provide on-the-spot psychiatric 
attention in an emergency, by dispatching a staff member immedi- 
ately to the home. In some cases, appointments for home visits are 
scheduled. At present, this program is confined to one section of 
Boston, and, unlike the Amsterdam service, it does not operate 
around the clock. As yet, it has not become an institutionalized 
part of the hospital; operating as a demonstration project, its con- 
tinuity beyond the period of its grant is not yet established. 

The trend toward providing on-the-spot help is leading to the 
development of a variety of programs, some only indirectly con- 
nected with a psychiatric service. For example, an organization 
known as Rescue, Inc., is operating from the Boston City Hospital 
to prevent suicide. In its first five weeks, it was in contact with 
356 would-be suicides, all of whom were dissuaded (Boston Daily 
Globe, April 12, 1959). ‘Though psychiatric consultation is avail- 
able, the mainstay of the program is a priest whose car is equipped 
to receive telephone calls, and who, when called, talks to the per- 
son contemplating suicide or visits him. 

On-the-spot psychiatric emergency service and emergency serv- 
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ice at the clinical facility have a number of elements in common. 
Both give help without delay or formality. Both channel persons 
into the needed facility for treatment. And both serve as case- 
finding services for the community’s institutions offering treat- 
ment, bringing in many who would not at that point come to the 
attention of a helping agent. 

But they differ in two important respects. First, help given in 
the situation in which the emergency has occurred makes it possi- 
ble to assess how various persons, in addition to the patient, are 
involved. Perhaps most important, the family may play a role in 
helping the patient, a role often denied them in more conven- 
tional treatment. A second difference is that one type of service 
requires the helper to go to the patient, whereas in the other the 
patient seeks the service. In general, it seems that coverage will 
be reduced if help depends largely on the patient’s seeking it. In 
this respect, treatment in the community may be more of an inno- 
vation and reach a different population of disturbed persons than 
emergency treatment in clinics. When the service goes to the pa- 
tient, less effort is required of him and his family and more is 
required of community caretakers. 

On the other hand, on-the-spot services may have disadvantages. 
If such a service aims at assessing the possibility of keeping that 
patient at home, it encourages the tendency to believe that the 
patient is always better off with his family than in the hospital. 
As Perry (1959) indicated, “‘hospitalization as a therapeutic ma- 
neuver is much less of a problem if one does not have the mandate 
to prove or disprove the feasibility of home care for patients who 
would otherwise conventionally be hospitalized.” 

While there are differences between on-the-spot services and 
those given at treatment institutions, one must not assume that 
they necessarily will differ markedly from each other. To the 
extent that a community service carries on the methods of the 
consulting room in which one person is the patient, it will be 
similar to the more conventional modes of therapy and to that 
extent will be unable to utilize the strategic advantage of its spe- 
cial situation. 


46 The Out-patient System 


““ON CALL’” INFORMATION SERVICES 


Ignorance of where to turn for help is one of the major impedi- | 
ments to immediate help. Not only do the disturbed person and 
his family lack information about where to turn, but very often 
the family doctor treating the patient does not know himself 
where immediate psychiatric help can be obtained. Of course, fail- 
ure to recognize that the patient is emotionally disturbed or men- 
tally ill on the part of the family or general practitioner is equally 
accountable for delay in securing treatment. Hollingshead and 
Redlich (1958) point out that “perceptions of the psychological 
nature of personal problems is a rare trait in any person and in 
any class” (p. 172), though “persons in the higher classes are more 
perceptive of disturbed behavior and of the potential help psychi- 
atry offers than persons in the lower classes” (p. 188). 

It seems likely, however, that as psychiatric services become 
more widely accessible and accepted, physicians, other community 
caretakers, and families will be more likely to adopt the psychi- 
atric view of emotional disturbance. Prompt information on how 
to secure help may increase the likelihood of early treatment. 
Many professionals feel the need for a central information service 
that could be called upon at any time by those in trouble. The 
problem of locating the appropriate agency is particularly acute 
in large cities where the multiplicity of institutions often leads 
one on a confusing and disappointing search. 

‘The demand for better channels of information has prompted 
efforts to establish “‘on call’ information services. Some practition- 
ers think that the telephone number of a psychiatric information 
service should be prominently listed in the telephone directory 
along with fire and police departments and other emergency serv- 
ices, and some believe the service should be available twenty-four 
hours a day. Such conveniences do exist in some American Cities, 
though they are not well known. In Philadelphia the Mayor’s 
office has an information center to which anyone in the city may 
bring his problem; many inquiries are referred from there to the 
city’s Division of Mental Hygiene for appropriate help. The Men- 
tal Health Association of Delaware distributed pamphlets inviting 
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the reader to use its free information service, giving a telephone 
number to call ‘for an early appointment.” The Vermont Alco- 
holic Rehabilitation Commission inaugurated a telephone record- 
ing service to spread information about alcoholism to people in 
the Burlington area and make known the facilities available in 
Vermont for helping alcoholics, and to bring hitherto unknown 
problem drinkers into the Commission’s office for consultation 
and treatment. In New York City the Manhattan Society for Men- 
tal Health maintains an information service and directs callers to 
various resources, including more than one hundred private psy- 
chiatrists available for immediate consultation. Their names are 
on file with the Society, and the caller is given three names. 

Most of these information services, however, operate only dur- 
ing certain hours. What is more important, they do not and can- 
not provide emergency psychiatric services, as such. They merely 
tell what is locally available. The basic problem of getting indi- 
viduals into treatment or other kinds of help very early in the 
course of their difficulties cannot be solved merely by providing 
information about resources. Many will not call the service at all, 
or, if they do, they will not go on to get in touch with the recom- 
mended agency. And, even when they do so, the agencies are not 
geared to giving immediate help. Information services of the kind 
described above will lead to immediate treatment only if the agen- 
cies of treatment themselves are able to provide it when requested. 


EMERGENCY ORIENTATION 
IN COMMUNITY CARETAKERS 


Sometimes an emotionally disturbed person fails to get immedi- © 
ate help because community caretakers do not define his difficulty 
accurately or do not think he requires the immediate attention of 
a psychiatrically trained professional. Unless his behavior is grossly 
deviant, he will be referred by the community caretaker to some 
psychiatric or social agency to wait his turn. If his behavior is 
bizarre and the caretaker is the police, he may be arrested and 
held in jail, particularly if he is of the lower class (Hollingshead 
and Redlich, 1958, p. 184). Thus, many practitioners feel that, if 
emotionally disturbed persons are to receive both early and im- 
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mediate psychiatric care, it is necessary to reorient community 
caretakers to this objective and to help them provide emergency 
help in certain situations. 

As far as we know, there is no program devoted exclusively to 
developing in all community caretakers the appropriate orienta- 
tion to an emergency. Rather, work of this kind becomes one of 
the functions of the immediate care programs described above. 
The professionals in them are aware of the importance of educat- 
ing community caretakers to emergency treatment since their pa- 
tients are generally secured through referral. The nonpsychiatric 
community helpers are important referring agents and, therefore, 
can be a major link between the disturbed person and the treat- 
ment facility. | 

An orientation appropriate to emergency help may be instilled 
in community caretakers in a number of ways. Querido (1956, p. 
168) points out that “every time the [Amsterdam] service comes 
into action, it teaches by example how to deal with the mental 
patient.’ When, for instance, the psychiatrist in a home treatment 
program demonstrates that tension may be reduced by treating 
the patient with understanding and honesty, without fear or force, 
the police, the physician, and others on the scene will be impressed 
with what such a program can do and will be more interested in 
making referrals. 

In some places consultation is supplied to community caretakers 
(Milbank Memorial Fund, 1956; Caplan, 1959) either as a routine 
service or as a special undertaking in an emergency. It involves 
not only imparting information about local resources and about 
mental illness itself but also making the caretakers themselves 
aware of how their own reactions to deviant behavior affect their 
definition of the situation and partly determine the person’s 
fate. 

Consultants also try to increase the caretaker’s skill in making 
referrals selectively (once they have defined the difficulty as psy- 
chological disturbance), and they impress upon the caretakers the 
unwisdom of referring every emotionally disturbed person for 
psychiatric, or even professional, help. With help from the care- 
taker, some persons may be able to work out their own problems, 
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and this is more probable, of course, as caretakers become more 
skilled themselves in handling the emotionally disturbed. 


Discussion 


As we have noted, programs of immediate help are not 
well developed in the United States. Probably more impor- 
tant than limitations in clientele, hours of operation, or areas 
served is that help usually is given only to those who request it. 
The emotionally disturbed person who does not know where to 
get help or does not seek it usually fails to get immediate assist- 
ance. 

Many American practitioners are interested in overcoming these 
shortcomings. The Amsterdam service has been of interest to them 
because it does not operate under the limitations of our emer- 
gency care programs; it covers an entire community, operates 
twenty-four hours a day, and offers or channels individuals to 
treatment and social service. In the thirty or so years of its oper- 
ation, it has developed considerable breadth of function and offers 
the following advantages: It sees the disturbed person in the com- 
munity, when he is not known to the service, and arranges for the 
needed help immediately. By referring him to clinic or hospital, 
it establishes him in a regular psychiatric institution in the com- 
munity. It has a home treatment aspect, functioning where the 
difficulty has developed, dealing with family as well as patient. 
Thus it is able to see the various components of the precipitating 
situation. It overcomes the limitation of conventional arrange- 
ments by active case-seeking. Thus it is able to help the seriously 
emotionally disturbed who do not seek psychiatric help or do not 
know where to turn for treatment. It is an information service, 
orienting the disturbed person and his family to facilities avail- 
able to them and helping them decide on the best way to attack 
their problem. It performs an educational function, helping 
people to accept mental illness and to aid the emotionally dis- 
turbed person. Community caretakers, as well as families, benefit 
from the practical, on-the-spot help. By maintaining an index of 
persons formerly helped and those in mental institutions, the 
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service can give continuity of care. The disturbed person often 
can avoid the time-consuming and generally unpleasant process 
of being “admitted” repeatedly. | 

One of the problems plaguing practitioners who treat emotion- 
ally disturbed persons has been that of getting help before the 
disorder becomes chronic. The Amsterdam service demonstrates 
that the weak first link in the conventional system of psychiatric 
out-patient care can be strengthened by adding an emergency serv- 
ice to existing institutions. Querido emphasizes, however, that this 
service does not replace the community’s agencies: it supplements 
and strengthens them and makes referrals to them more appropri- 
ate and admission into them easier, more expeditious, and less 
painful. | 

Because the Amsterdam program is so much more comprehen- 
sive than similar programs in this country, it can serve as a point 
of departure for discussing the instituting of services for immedi- 
ate care on a broader scale in the United States. It might be well 
for practitioners who are eager to develop such a program to be 
aware of the inevitable changes in assumptions and values and the 
problems and consequences that may eventuate. 


THE DEFINITION OF A PSYCHIATRIC EMERGENCY 


Many, if not most, practitioners currently cling to the concep- 
tion of a psychiatric emergency as existing when “‘it is responsibly 
believed an individual is mentally ill and because of this likely to 
cause injury to himself and others” (Baltimore Council of Social 
Agencies, 1957, p. 17). This criteria of a clear and present danger 
has served conventional psychiatric practice. But is it adequate or 
appropriate for programs of emergency care? Many who are 
neither threats to themselves nor to the community may, neverthe- 
less, need emergency help. ‘The number of persons seen as needing 
emergency help will be large if we accept the idea that psychologi- 
cal suffering is just as serious and in need of immediate alleviation 
as is physical suffering, and the sooner both are treated the less 
misery for the afflicted and the greater the possibility of prevent- 
ing continuing suffering and future deterioration and of produc- 
ing recovery. 
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If this rationale for altering the conception of a psychiatric 
emergency is accepted by practitioners, what criteria for admis- 
sion to an emergency treatment service may be used? 

A number of alternative criteria can be considered. Emergency 
care may be given on demand, that is, to anyone who asks for it. 
It may be given on the basis of need, that is, on a professional’s 
evaluation that the person requires immediate help. It may be 
given on the basis of possible benefit, that is, on a practitioner’s 
judgment that the person would make use of help and show im- 
provement in psychological or social functioning as a result of it. 
Whatever criteria are used in admissions to emergency care, alter- 
ing the conception of a psychiatric emergency to include more 
people inevitably brings with it the problem of providing an ade- 
quate supply of professional helpers. Under these new conditions, 
the imbalance between help-seekers and help-givers will become 
even more serious than it already is. 

Equally serious is the possibility that a widespread acceptance 
of the idea of seeking immediate assistance for psychological dis- 
turbance may lead to an “illness-orientation” on the part of many 
individuals. As a consequence, ordinary problems in living may 
- be interpreted as psychiatric problems calling for professional 
help rather than requiring solutions in the ordinary course of liv- 
ing; and a tendency may develop to read sickness into ordinary 
human suffering. These dangers are especially great when there 
is no clear-cut definition of mental illness and no sharp dividing 
line between ordinary everyday emotional disturbance and that 
which requires or could benefit from professional intervention. 
Moreover, there is always the danger that both professional and 
lay persons oriented toward discovering mental disturbance may 
interpret nonconforming, culturally alien, or socially disapproved 
behavior as “sick” behavior and see those who exhibit it as candi- 
dates for immediate help. For cultural values enter into the defi- 
nition of mental illness, and it is middle-class practitioners, whose 
values and orientations in many instances differ radically from 
those of the persons they are evaluating, who make the diagnosis 
of mental illness. 

These possibilities should not deter the development of services 
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for immediate help for the emotionally and mentally disturbed. 
However, we do suggest that they be watched for and that one way 
of guarding against them is to make clear the distinction between 
the kinds of emotional disturbance and problems of living that 
are appropriately the province of mental health practitioners and 
those that should not be regarded as illness nor made the occasion 
of professional help. 


ATTITUDES TOWARD HELP 


Whatever criteria are established for admitting persons to emer- 
gency psychiatric care, the service will have the problem of re- 
cruiting clientele. Present programs tend to give immediate help 
only to those who seek it, leaving the initiative to the person need- 
ing help. 7 

There are several rationales for waiting till the individual 
makes the approach himself. First, it is assumed that a willingness 
to seek help means he will probably benefit more from it. Second, 
some argue that even if he continues to suffer, he has the right 
to go without help if he wishes. Finally, with the pressure of de- 
mand on treatment facilities and the chronic shortages of per- 
sonnel, practitioners are not eager to increase their already exces- 
sive case-loads. However, waiting for the individual to take the 
initiative provides emergency help for only the one category— 
those who want and seek it. The result sometimes is that profes- 
sionals direct a good part of their skill and time to the chronically 
dependent. For these persons, the problem of the immediate care 
service is to discover how to reduce their dependence and encour- 
age self-reliance in the handling of their problems. 

Meanwhile, the service leaves untreated other categories of 
emotionally disturbed persons in need of their help: those who 
do not seek help though they want it and might accept it if 
offered; those who do not think they need help but might accept 
it if persuaded; and those who do not think they need help and 
would refuse it under any circumstances. It might be that to at- 
tract the first two categories of potential patients, greater initiative 
is called for from professionals. 
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If emergency care is to develop the greater coverage some pro- 
fessionals feel necessary in view of the extensiveness and degree of 
disturbance in our society, then aggressive casework is unavoid- 
able. It is then important to make explicit the possible problems 
and consequences involved. 

Many disturbed persons resist treatment because they place 
value on self-help. They see emotional disturbance, problems in 
family life and internal psychological difficulties as personal and 
private, not the affairs of outsiders, whether professional or lay 
persons. But self-help, while it may generate processes of self-heal- 
ing for some, is risky for others—those individuals who in time grow 
worse, with increasing destructive effects upon themselves and 
others. In many instances, of course, it is difficult to predict into 
which category a case falls—that is, whether he will rise to meet his 
problems or sink under them. However, the emergency care service 
might make its best guess and try to recruit the latter population by 
ageressive means. In doing this, it will have to handle those who 
insist on self-help and continue in denial of illness while at the 
same time it avoids fostering dependence of those who are ever 
ready for help. 

A major problem an aggressive emergency or immediate help 
service will have to face is how much persuasion or coercion to use 
in recruiting patients, especially those persons who appear unmis- 
takably in need of their help. At this point, the individual’s right 
to self-determination in regard to his psyche and emotions enters 
in, that is, his right to refuse the help of an expert if he so desires, 
and his right to reject the professional’s definition of him as one 
who needs help. The problem is to determine which set of values 
will prevail, under what circumstances, and in regard to what per- 
sons and what kinds of illness or deviant behavior. The problem be- 
comes especially critical when there is a tendency on the part of the 
professional to interpret class-related behavior, for example, beat- 
ing one’s wife, as psychopathology or to see an individual as sick 
and in need of immediate psychiatric help because he does not 
agree with the professional’s values, as, for example, the juvenile 
delinquent. 
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THE ROLE OF THE HELPER 


The development of extensive emergency care services requires 
a redefinition of the role of helper. Conventionally, he waits for the 
patient to turn up and specifies the time and place of treatment— 
all which is unsuited to emergency care. In the latter context, the 
helper may have to make himself more responsive to the patient’s 
needs and requirements than is generally the case. 

For example, the psychiatrist, rather than seeing the patient by 
office appointment, may have to go to the patient’s house or to 
some other place in the community. Similarly, arrangements 
might have to be made to see patients whenever they appear at 
the emergency treatment facility. This kind of care, therefore, 
requires readiness to cope with the unscheduled, the unexpected, 
and the unroutinized. This means the practitioner will be incon- 
venienced; he will have to work at odd hours, handle difficult, 
sometimes unmanageable, cases outside of the clinical environ- 
ment, and, in general, orient himself and his activities to a differ- 
ent mode and round of professional life than he customarily en- 
joys. 

The role of psychiatrist might have to become more generalized, 
in comparison with its present high degree of specialization. He 
may have to deal with a variety of disturbances, utilizing a num- 
ber of treatment modalities. He may even have to become some- 
thing of a sociologist in order to understand the strange behavior 
and values of various subcultural groups. Understanding it, he 
may then be able to fit his therapy to the patient’s social back- 
ground and family. Instead of treating individuals he may have 
to manage a group, say, the family. These new conditions may 
lead to conceptions of treatment and intervention hitherto not 
considered appropriate to the psychiatrist. 

In the same way the psychiatrist’s relations with other profes- 
sionals may have to change. He may have to spend a larger portion 
of his time as a consultant to community caretakers and others 
and less in direct relationships with patients. As a result, the sharp 
distinction between the psychiatrist, nurse, social worker, and 
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psychologist may be blurred as they may perform many of the 
same functions. Thus, it may be necessary to redefine what func- 
tions are distinctive to each and what are common to all. 

Any alteration in the role of one helper will inevitably affect 
the complementary roles in the emergency care service. And 
changes in roles also will inevitably effect the total system of emer- 
gency care. Attempts to anticipate and develop awareness of the 
potential changes might lead to preparations for meeting prob- 
lems that can be expected to arise. 


MODALITIES OF HELP 


If emergency care services are to attempt widespread coverage, 
some current conceptions of therapy may have to be modified. In 
view of existing and anticipated shortages in personnel, depth and 
long-term therapy may have to be secondary to rapid help. One is 
then committed to the belief that it is just as important to change 
disturbed social behavior (sometimes called symptoms) as it is to 
change underlying personality dynamics. By the very nature of its 
operation, the service of immediate care will have to rely most 
heavily on brief, quick-acting procedures and management of the 
‘patient’s social situation instead of on intensive psychotherapies. 

Psychiatrists have struggled for a long time to develop therapies 
that are both brief and effective. The complaint against brief 
therapies has been that they sometimes bring no benefit at all and, 
even when successful, they only alleviate symptoms, leaving the 
strong probability that illness will recur. Some professionals hope 
that in programs offering immediate care brief therapies will be 
employed at more auspicious times than is usual—either early in 
the course of the disturbance or at a critical point when the 
patient is more amenable to help. With this appropriate timing 
a small amount of professional help then might bring about a 
significant and lasting improvement. 

The same arguments are advanced for the use of such quick- 
acting treatments as hypnoanalysis, drugs, and other physiochemi- 
cal agents. In addition to bringing relief of symptoms and changes 
in behavior some practitioners believe that “quick-acting methods 
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can prevent a deeper neurotic or psychotic fixation” (Meerloo, 
1956, p. 118) and that reversals can be made in the course of the 
disturbance through such dramatic intervention. 

The Amsterdam Service is primarily concerned with “adjusting 
the social pressures to the needs of the patient” rather than with 
medical treatment (Querido, 1956, p. 173). This may mean refer- 
ring the person to a treatment center, a mental hospital, or a social 
agency or undertaking to re-establish him at some minimal level 
of social functioning. Or it may involve an attempt to bring about 
some equilibrium in a disturbed family situation as a precondi- 
tion or a form of helping the member who is identified as the 
patient. Such efforts at social management rest on the idea that 
creating favorable social conditions for the patient may be the 
most effective treatment or, at any rate, the sna qua non of effec- 
tive subsequent treatment. However, if the manipulation of the 
social as well as the psychological becomes the province of the 
emergency care service, the modes, limits, and responsibilities in- 
volved will have to be clearly defined in order, among other things, 
to safeguard the patient’s and the family’s rights. 


FUNCTION AND STRUCTURE OF THE FACILITY 


The type of help required in immediate care, the possible 
changes in the roles of helper, and the innovations in recruiting 
clientele all point to the probability that the organization of the 
facility for immediate treatment will differ from that of the con- 
ventional out-patient clinic. This will be reflected in its internal 
organization, its place in the larger system of help for the emotion- 
ally disturbed, and its relationship to other community agencies. 

If an immediate care service is to maximize the help it offers 
to the emotionally disturbed, it must be known to potential clients 
and community agencies, its services must be accepted, it must be 
accessible, and it must be ready to give care as soon as possible. In 
practice, this means it must be more mobile and more flexible 
than the out-patient clinics, more experimental, and more ready 
to accept and exploit unorthodox procedures. In addition, it will 
have to deal with questions such as: How much and what kinds 
of responsibility will it accept for the patient and his family? In 
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what ways will it share this responsibility with other practitioners 
and agencies? 

The place of the immediate care service in the total system of 
help for emotional disturbance and its relation to other commu- 
nity agencies cannot be determined a priori. For example, whether 
an emergency service should be independent, attached to in- 
patient or out-patient facility, or a mental health center can only 
be decided when experience has accumulated with various organi- 
zational patterns. It may be that no one form of organization is 
suited to all communities. What is more likely is that a variety 
of organizational forms are required if one is to meet the quite 
different emergency situations produced by heterogeneous com- 
munities. 


Chapter 5 


Extending Out-patient Services 


in the Community 


Recently some professionals have become aware of the necessity 
for supplementing conventional out-patient psychiatric services by 
broadening the base for helping emotionally cash Best persons 
outside of mental hospitals. 

Ordinarily, psychiatric out-patient services are given under 
what appear to be narrowly defined conditions, well known to 
students of the field. ‘Treatment for emotional disturbances is seen 
as a medical specialty, to be practiced by qualified physicians and 
by other trained professionals under medical supervision in a 
clinical setting, either a private office or an out-patient clinic. The 
roles of therapist and patient are regulated by certain assumptions 
and rules: for example, therapy is to be initiated by the person 
seeking help from the practitioner. If the practitioner accepts him 
as his patient, he treats him at a clinical facility in the hours set 
aside for treatment, the treatment being the transactions that take 
place between therapist and patient in face-to-face relationship. 

Most practitioners fee] that under these conditions they are able 
to deal with a range of emotional problems and with a variety of 
treatment modalities. And they would say that the major limita- 
tions lie outside the out-patient system—in the patient’s resistance 
to therapy, in economic considerations, and the like. However, an 
increasing number are coming to believe that important limita- 
tions reside within the out-patient system itself. (They contend 
that present conditions of treatment are overly restrictive, limit- 
ing both the nature of the treatment process and the number and 
kind of emotionally disturbed persons treated. The organization 
and the orientation of out-patient care give rise to differential 


Extending Services in the Community 59 


opportunity to receive help for various segments of the popula- 
tion, differential acceptance of help by those who get as far as the 
treatment facility, a significant rate of drop-outs among those who 
begin treatment, and a rate of improvement that leaves much to 
be desired. These are seen as basic defects by some practitioners. 

Dissatisfied practitioners maintain that differential accessibility 
to psychiatric out-patient treatment is partly a result of the man- 
ner of patient recruitment, and they point to recent research doc- 
umenting the ways in which the better-educated and those with 
higher incomes are favored and those with less education and low 
incomes are disadvantaged in being offered help.’ They also note 
how differential admission to treatment follows the same direc- 
tion. Thus, of those who manage to reach a treatment facility and 
make contact with one of its staff, there are many who do not 
receive treatment: they are either excluded by the agency or drop 
out on their own initiative. Although criteria of eligibility, poli- 
cies, and goals vary somewhat among out-patient clinics, many in 
the end exclude from psychotherapy psychotics and those with 
poor motivation or little capacity for verbalization—character- 
istics that correlate highly with low income and little education. 
Observers do not so much deplore the fact that exclusion is built 
into the system, recognizing that there must be some degree of 
exclusion in view of the unfavorable ratio of therapists to poten- 
tial patients and the limitations of current methods, but that 
exclusion operates along class and ethnic lines. These critics also 
raise questions about the benefit patients receive from contact 
with existing facilities. Why do many drop out of treatment pre- 
maturely? What interferes with helping those who continue in 
treatment? They seek answers to these questions in the assump- 
tions, expectations, and rules and regulations of the out-patient 
system. This is not to say that they are unaware of the contri- 
bution of the disturbed person himself to this state of affairs— 
his unwillingness to seek help, his lack of motivation to continue 
treatment, or his inability to verbalize his difficulties. But they 
regard the fact that a major form of out-patient treatment—psy- 
chotherapy—is offered primarily to the better-educated in the 
middle and upper classes as a commentary on both the inability 
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of the lower class to use what is available and the failure of the 
system to develop treatment suitable to the lower class. But they 
differ from conventional practitioners in their strategy of trying 
to introduce changes in the system as well as in the patient. 

The extensions of out-patient services described below are based 
on certain broadened conceptions of help for emotional disturb- 
ance to be discussed at length in Chapter 6. The increasingly 
accepted view that a greater number of human needs ought to be 
provided for by industry, labor unions, and local agencies is result- 
ing in their developing a variety of social, educational, and health 
services as well as in the increase in the government’s responsi- 
bility for health and welfare. Granger (1954, p. 71) points out that 
the “enlarged role of government in welfare may be regarded as 
the most dramatic social development of this century,’ and the 
trend may be expected to continue. Although provision for the 
treatment of emotional disturbance has not kept pace with de- 
velopments in public assistance, social security, unemployment 
compensation, aid to the handicapped, maternal and child health, 
and other public health services, it is following close on the heels 
of these expansions in government responsibility. 

The heightened concern with mental health problems and the 
attempts to develop facilities to deal with them seem, moreover, 
to be related to a broadening conception of how help for emo- 
tional disturbance can be given. Hollister (1959), for example, 
points out that much of what has been done in the past has been 
based mainly on the premise that help could best take place in 
individual psychotherapy, an assumption which, in turn, rests on 
the more basic assumption that the forces causing illness are pri- 
marily endogenous to the individual. But recently more weight is 
being given to the view that the ability to deal with stress does 
not depend only on the psychic strength of an isolated individual 
but also on his interaction with others. Thus, there is greater 
interest in discovering ways of using interaction in group settings, 
of managing social settings, and of training community helpers 
to bring about therapeutic effects. 

In this connection, the idea of the life crisis as a strategic time 
for intervention in emotional disturbance has opened the way for 
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a number of new practices. The helper tries to reach the emotion- 
ally disturbed person during the crisis, when it is assumed that 
help will be most effective. Thus, the requirement that the helper 
be more available to the emotionally disturbed person led practi- 
tioners to offer help under a wider range of conditions than is 
usual in out-patient psychiatric treatment and to make use of a 
wider variety of helpers. 

As interest in new ways of helping emotionally disturbed per- 
sons developed, psychiatrists began to broaden their substantive 
concerns. The recent interest in the relation of psychological func- 
tioning to social structure has stimulated them to consider how 
they might contribute to more effective handling of delinquency, 
crime, alcoholism, and other social problems that appear to rest 
in some part on psychological disturbances. Clinicians have come 
to view “treating the environment” as a serious and legitimate 
concern. They are interested in identifying the elements in a 
given setting that are nontherapeutic or dysfunctional, the junc- 
tures of the social structure that permit effective intervention, and 
the concrete ways that social contexts can be managed for thera- 
peutic purposes. 


Forms of Extending Out-patient Services 


The programs devised by the practitioners’ attempts to break 
down the limitations of the conventional psychiatric out-patient 
system take three forms: making treatment units mobile; expand- 
ing the functions of community caretakers; and building help for 
the emotionally disturbed into the institutions of everyday life. 
Underlying all three is the notion that help for emotional diffi- 
culty can not only be made more available but also that it can 
be given while the person pursues his normal life in his commu- 
nity. But each form concentrates on a different type of extension. 
Making treatment units mobile focuses on extending the clinical 
facility in space, that is, enlarging the geographic area covered. 
Expanding the functions of community caretakers is the extension 
of helpers’ roles, either by broadening the conventional role of the 
clinician or by adding to the roles of nonpsychiatrically trained 
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practitioners. Building help for emotional disturbances into the 
institutions of everyday life means extending the setting of treat- 
ment or giving help in community settings and places where it is 
not usually found. 

However, not all these extensions are dramatic alterations in 
the way help for emotional problems is given. Some merely are 
continuations and enlargements of programs that have been oper- 
ating for some time. Others are marked innovations. In our dis- 
cussion, the forms of extending out-patient services in the com- 
munity are ordered in terms of the degree of innovation in- 
volved. 


MAKING TREATMENT UNITS MOBILE 


The practitioner concerned with helping emotionally disturbed 
persons in sparsely populated areas of the country must perforce 
overcome the inaccessibility of treatment facilities. Regardless of 
the troubled person’s motivation or the seriousness of his disturb- 
ance, help for psychological problems on an out-patient basis may 
be unavailable in his community or in any community within 
commuting distance. 

The solution to his problem was first conceived of in terms of 
traveling treatment and consultation services for communities 
that were without adequate psychiatric resources. The result was 
the traveling mental health clinic (Hopple and Huessy, 1954; 
Hubbard, 1956), several of which were in operation in the United 
States in the 1920s though they did not develop extensively until 
after 1940. 

At present, traveling out-patient clinics emphasize different 
functions, depending upon the sponsoring agencies and the inter- 
ests of the members of the team. Whereas most traveling clinics 
offer a range of services, some emphasize clinical functions (treat- 
ment and testing) while others emphasize what has been called 
“psychosocial treatment” (J. V. Coleman and Switzer, 1951), af- 
fording consultation to community caretakers, in-service training, 
and so forth. These psychosocial services may be undertaken be- 
cause the team is unable to offer direct treatment (W. H. Brown, 
et al., 1957), although some students of the field maintain that 
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psychosocial help and not therapy is the proper function of the 
traveling team. 

A number of practitioners take issue with the view that the 
traveling team is an effective way to deal with the psychological 
disturbances of rural populations.? They maintain that the basic 
problem is not inadequate psychiatric service but a lack of health 
and welfare services of all kinds. They argue that if these services 
were available, problems (including emotional disturbance) could 
be handled before they become chronic. This means that many 
disturbances might be dealt with before they require psychiatric 
attention, thus reducing the need for psychiatric services. Estab- 
lishing more rural clinics will not solve this problem. What is 
needed is the improvement of family casework, welfare, and public 
health services, the development of health centers, and the train- 
ing of community workers to deal with emotional problems. 

The practitioners espousing this view believe that traveling 
mental hygiene clinics may make a beginning in this endeavor by 
generating community interest in better health and welfare services 
in general and by demonstrating that community workers can be 
trained to handle emotional difficulties. But a more adequate ap- 
proach to the problem of emotional disturbance in rural areas re- 
quires the integration of a physical and mental health program. 

Hunterdon Medical Center (Trussell, 1956) is an example of 
a rural health center with such a program. The intention was to 
develop a hospital that was more than a hospital and a mental 
health service that was more than a clinic. Thus, in addition to 
its traveling clinic, the Center has a number of unusual organiza- 
tional features (affiliation with an urban medical school, opportu- 
nity for all local medical practitioners to affiliate with the hospital, 
provision for a variety of preventive medical services) as well as 
a mental health service that is integrated into the medical pro- 
eram. The premises of the mental health program reflect the ori- 
entation to preventive medicine: prevention and treatment are to 
be integral parts of the project; the duties of the mental health 
team are to be blended with the medical services; and a major 
function of the team is to assist community workers confronted 
with emotional disturbances to do a better job, providing direct 
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treatment only in those situations that cannot be handled by less 
skilled workers. Thus, the Center’s mental health team is involved 
in a range of activities, including classes for parents aimed at 
fostering better family relations; assistance to pediatric staff mem- 
bers in improving their management of their cases; evaluation of 
patients referred from the in-patient and diagnostic center; train- 
ing and consultation for teachers, physicians, clergymen, public 
health nurses, and other community workers, and workshops to 
bring concepts of mental health before the public. 

Thus, starting from the need to make psychiatric treatment 
more accessible to those in rural areas, practitioners have been led 
to extend their concept of treatment to include community pro- 
erams emphasizing prevention. 

Mobile treatment units are used in rural areas because treat- 
ment is geographically inaccessible; in urban areas they are used 
because treatment is psychologically inaccessible, for many per- 
sons do not seek help even though there are mental hygiene 
clinics, psychiatrists in private practice, casework agencies, and so 
on, at hand. Therefore some practitioners ask: If the emotion- 
ally disturbed person does not come to the clinical facility, why 
not bring the clinic to him? 

They see three advantages in bringing helpers into an ordinary 
life setting. To some extent it eliminates much of the delay cus- 
tomary in conventional admission procedures. Moreover, the pa- 
tient may be more willing to accept help that is brought to him 
than that given at a clinical facility. He may derive a greater sense 
of support and security by remaining in his own surroundings and 
may stay in treatment until its termination and participate more 
actively in it because the conditions under which it is given are 
more congruent with his life. ‘Treatment in his ordinary life set- 
ting may often also be an alternative to hospitalization. 

At present, the disturbed person’s home is an important non- 
clinical setting to which treatment might be brought. Dealing 
with emotional disturbance in the home is not new, but, until 
recently, there was little attempt to do so on a regular basis. The 
public health nurse, who traditionally gives service in the home 
does not practice psychotherapy, though she may often refer pa- 
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tients for such treatment and support them in their attempts to 
get it. Occasionally, psychiatrists and psychologists do visit pa- 
tients’ homes, but, for the most part, they give treatment in a 
clinical setting. 

As we noted in Chapter 4, home treatment services are not com- 
mon in this country. However, the Home Treatment Service of 
Boston State Hospital (Friedman, et al., 1960) can serve to illus- 
trate their orientation, procedure and problems. Supported by 
NIMH as a demonstration project, its spirit is experimental, its 
staff small, and its activity restricted to a section of a large city. 
Although it is located on the grounds of a state mental hospital, 
it is a relatively autonomous unit. 

Part of the clinical program is oriented toward emergency serv- 
ice for acutely disturbed persons, particularly in instances in 
which hospitalization might be avoided by immediate help. An- 
other goal is to give temporary relief to ex-patients encountering 
stressful situations and to give continuing support to those who 
require irregular contacts with a helper. The Service also offers 
help to those who do not require hospitalization but are consid- 
ered too sick to benefit from clinic treatment or will not seek or 
- go on with it. 

Patients are selected from the hospital’s waiting list, others are 
referred by community caretakers, and some are self-referred or 
referred by their families. When a referral is made, a member of 
the Home Treatment Service may make an appointment with the 
family or he may appear at the patient’s home unannounced. On 
the initial visit the psychiatrist and social worker (sometimes aided 
by a psychiatric nurse and a social scientist) determine the nature 
and extent of the disturbance and whether home treatment is 
needed or promising. If the patient is accepted for home treat- 
ment, the staff attempts to enlist the members of the family in the 
therapeutic endeavor. The staff deals with resistance to treatment 
or reluctance to continue with the Service as part of the problem 
of giving help, returning to the home even when services have 
been refused, reaching the family by telephone, or perhaps work- 
ing through an amenable member. 

The length of treatment varies with the case and with the staff 
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time available. In many instances, short-term help (three to seven 
visits) is given to provide emotional support and to help patient 
and family resolve an acute situation. In other instances, help may 
be more extensive, the staff seeing the family weekly for a year or 
more. Here the goal is to reorganize family patterns of interaction 
to minimize or eliminate destructive relationships. 

Home treatment sometimes involves several staff members who 
see the patient at the same time. Sometimes one helper sees him 
while another sees his spouse or parents. Occasionally, staff mem- 
bers hold meetings with the whole family. Here the concern is 
with opening channels of communication between them and de- 
veloping understanding about the nature of their expectations of 
each other. This endeavor aims at altering family relationships 
in a direction that will not only alleviate the immediate emotional 
disturbance but bring about an enduring change in the emotional 
climate of the home and of the family’s sense of relatedness. In 
some situations, family therapy of this type is carried on while 
the members are treated individually. 

Whether an individual member or the whole family is treated, 
psychiatrist, social worker, nurse, and social scientist try to operate 
as a team, making joint decisions about the handling of each case. 
Although there is some role differentiation among them (the role 
of psychiatrist, especially, differs from that of the others), there 
is considerable overlap in function. Where it is appropriate, an 
effort is made to develop a “prescription” and “treatment” for 
the family as a whole as well as for the particular persons mani- 
festing the most severe pathology—an aim manifestly different 
from treating only the individual patient. 

Offering family treatment in the home provides the therapist 
with a number of advantages. It offers him the opportunity to 
observe family interaction and to take account of the various situ- 
ations in which the family is involved. His presence in the home 
may mean that a helper is there at the time difficulties are encoun- 
tered. The home treatment therapist, unlike the conventional 
practitioner giving out-patient treatment, may be able to work 
through emotional problems in the contexts in which they arise. 
In this sense, he shares the orientation of the group worker who 
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approaches problematic situations through the “marginal” inter- 
view.? This involvement in actual situations means the therapist 
is both “talking and doing’’: that is, he demonstrates for the pa- 
tient and his family ways of dealing with problems through con- 
crete actions, the implications of which sometimes are quite ap- 
parent, as well as by “‘talking”’ about problems and ways of 
handling them. Thus, the therapist can become a realistic role 
model. Many practitioners believe that this may offer greater 
therapeutic opportunities to persons who do not seem to derive 
benefit when the therapist plays a more passive role.* 

Family treatment in the home is enthusiastically endorsed by 
practitioners who see particular advantages in bringing a larger 
part of the patient’s social field into the focus of treatment. Less 
attention is paid by them to the possible dangers or disadvantages 
of moving the clinical operation into life settings. Yet the invasion 
of privacy and sharing by strangers in personal and family deci- 
sions are two obvious characteristics of these programs that may 
have unfavorable effects. 

In any case, the feasibility and practicability of family home 
treatment is still a major question. It may prove too taxing, com- 
plex, or time-consuming to be effective in more than a small num- 
ber of families. Yet it may be the most effective way of learning 
about and dealing with the family milieu. | 

All these considerations concern practitioners who face the day- 
to-day management of home treatment. They are interested, espe- 
cially, in learning what kind of family can benefit from this ap- 
proach, what disadvantages it entails, and how these compare with 
its advantages. 

Home treatment procedures still need to be worked out in 
greater detail. For example, practitioners need more experience 
with variations of family treatment before they can determine the 
extent to which the Service should take initiative in bringing 
people into treatment, the conditions under which it should ac- 
cept refusals, and when it should persist in inducing families to 
enter treatment. More work needs to be done on staff roles, par- 
ticularly on the relationship between the roles played by various 
members of the staff and changes in family dynamics. More needs 
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to be known about the kinds of family diagnoses and plans for 
treatment that might be developed to suit varying cultural, class, 
and personality constellations and about the circumstances that 
determine when one should work with a single family member 
and when one should deal with the family as a unit. Lastly, the 
question of how to combine help for individual members with 
help for the family as a whole still presents knotty clinical and 
theoretical problems that practitioners of family treatment have 
only begun to study. 


EXPANDING THE FUNCTIONS 
OF COMMUNITY CARETAKERS 


Perhaps the most significant extension of out-patient psychi- 
atric services is the expansion of the roles of community care- 
takers. The grounds for using them to deal with emotional diff- 
culties are their availability, their strategic relationship with 
disturbed persons, and the possibility of training them to handle 
mental health problems effectively. 

Community caretakers are available in the sense that they are 
present, for few communities are without a physician, a public 
health nurse, a school teacher, and a clergyman, though many 
have no psychiatrist, clinical psychologist, nor psychiatric social 
worker. Community caretakers also are available in the sense that 
they are in the “helping” professions and are interested in doing 
something about their clients’ emotional problems as well as the 
problems falling in the caretakers’ own province. A large number 
are willing to undertake training and consultation to learn more 
about emotional disturbances and how they may be helpful. 

The caretaker often has continuing contact with his charges 
and thus is in a strategic position to identify emotional disturb- 
ances early in their development. Whether he ignores the emo- 
tional upset or tries to do something about it, his association with 
the disturbed person may directly or indirectly influence the 
course of the pathology. 

Practitioners hoping to train community caretakers stress that 
they are not attempting to make them “junior psychiatrists.” ‘The 
public health nurse still is expected to function as a nurse; the 
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caseworker as a social worker. But since emotional disturbance 
may be a concomitant of the problems legitimately in the care- 
taker’s province, it is believed possible for him to deal with both. 
In this sense, expanding the caretaker’s functions means helping 
him to take account of emotional disturbances encountered in his 
work with clients and patients. The current conception is that the 
caretaker should know which difficulties he can handle, what are 
his limitations, and how to deal with problems within his com- 
petence. 

The caretaker already has an established contact with his client 
or patient; thus, if he can deal with the emotional upset while 
handling the manifest problem, the need for the intervention of 
psychiatrically trained practitioners may be eliminated. But per- 
haps the crucial point is that the caretaker often is in contact with 
persons during various life crises when, as some students of this 
field now believe, minimal intervention, properly timed and 
handled, can have beneficial and lasting therapeutic effects. Inter- 
ventions by the community caretaker may turn out to be so eco- 
nomical of time and energy that he can give help to large num- 
bers of the emotionally upset. 

Finally, it is feasible to train caretakers to handle certain emo- 
tional disturbances because, for one thing, there are many conti- 
nuities between what they are being asked to learn and the 
professional knowledge and skill they already command. This 
particularly is true of those trained in medical, psychological, or 
social services. In the second place, this new learning of caretakers 
can be made part of their daily work. The caretaker is not asked to 
undertake a long period of training nor to enter a formal pro- 
gram: training occurs through consultation and group discussion 
and can be developed in the work situation and tailored to suit 
the needs of the agency and the caretakers involved. 

We shall focus here on the effort to use three classes of commu- 
nity caretakers in community mental health work, though with 
equal justification we could have included others, such as the 
clergyman and the teacher. However, since they are subjects of 
Joint Commission monographs (McCann, 1962; Allinsmith and 
Goethals, 1962), we shall restrict our discussion to the general 
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practitioner, the public health nurse, and the social caseworker. 

Many psychiatrists would maintain that of the community care- 
takers available, the physician is the best qualified to deal with 
emotional disorders. Physicians are considered so potentially sig- 
nificant in this regard that the Eighty-fifth Congress of the United 
States appropriated more than $1 million to give psychiatric train- 
ing to practicing physicians who wished to use psychiatric knowl- 
edge and skills in their own field or to become psychiatrists. In 
1959, for the first time, funds were available through the National 
Institute of Mental Health to training institutions giving psychi- 
atric postgraduate courses to general practitioners and other non- 
psychiatric physicians. The American Psychiatric Association has 
investigated ways in which physicians might participate in the 
treatment of emotionally disturbed persons (Goshen, 1959); and 
the Division of Industrial Mental Health of the Menninger Foun- 
dation conducts an annual seminar in psychiatry for industrial 
physicians. 

There are a number of reasons why the nonpsychiatric physi- 
cian is seen by psychiatrists as particularly equipped, by training 
and function, to provide help for a person with mental and emo- 
tional disturbances. The physician, for one thing, is uniquely 
qualified to use somatic therapy, such as drugs and shock. Many 
who come to his office suffer from mental disturbances exclusively 
or from emotional disturbances that accompany their physical ail- 
ments. Often the physician is the first professional person con- 
sulted when a person begins to seek help for his disturbance. The 
physician also has the advantage of knowing his patient well and 
of having an opportunity to see significant alterations in his emo- 
tional states. And, of course, the authority and the trust a patient 
invests in him provides the physician with one of the important 
conditions for effective intervention. For another thing, when the 
physician helps the disturbed person, it is not likely to be seen 
as “psychiatric treatment” and, therefore, may be more acceptable 
than the services of the psychiatrist to whom the patient might be 
referred. 

But some experts in the field maintain that many general prac- 
titioners are not trained to be effective psychotherapeutic agents. 
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A conference of the Surgeon General of the Public Health Service 
with state and territorial mental health authorities (U.S. Public 
Health Service, 1959) noted that “most general practitioners need 
training in mental health, especially those located in rural areas.” 
In particular, they are reportedly to need training in the admin- 
istration of tranquilizing drugs, now widely dispensed. Orlund 
(1959) notes that the extensive use of drugs may provide relief 
to patients suffering emotional disturbances but prolonged use 
may make them indifferent to their problems and to the realities 
of life, foster dependence upon the physician, and lead to a per- 
petuation rather than a solution of conflicts. But his injunction 
that the administration of tranquilizers should be accompanied 
by psychotherapy cannot be implemented by most physicians, 
however well qualified they are in medicine. 

There are differences of opinion on what should be the objec- 
tives and character of general practitioners’ training for dealing 
with emotional disturbances. One view is that they should be 
helped to work more effectively with emotional problems in gen- 
eral by increasing their skills in differential diagnosis, in making 
referrals to psychiatrists, and in providing supportive help for 
nonpsychiatrically ill patients. Another is that they should be 
trained to deal with specific psychiatric problems, for example, 
psychosomatic disorders and alcoholism. Psychiatrists disagree on 
the advisability of encouraging the general practitioner to engage 
in any form of psychotherapy. 

Psychiatrists interested in training general practitioners must 
deal with the latters’ feelings of competence to handle emotionally 
disturbed persons and their attitudes toward receiving psychiatric 
consultation and training. Two studies of general practitioners 
(Korkes, 1957; Lemere and Kraabel, 1959) indicate that, whereas 
a large proportion believe they are competent to deal with the 
emotional disturbances of their patients, many would be willing 
to participate in a seminar in psychiatry. The implications would 
seem to be that practitioners might undertake psychiatric training 
if it is presented to them on their own terms and in ways that do 
not question their assumption of competence to deal with the psy- 
chiatric problems they encounter. In whatever way it is presented, 
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the training program would have to contend with the indifference 
or hostility toward psychiatry and the lack of interest in treating 
emotional problems that persist among general practitioners, par- 
ticularly among older physicians. 

The public health nurse, according to Caplan (1954), is “closer” 
to the patient than is the physician. She goes into the home, the 
school, or the well-baby clinic, where her contact with the patient 
can be constant and continual. She also is close, sociologically 
speaking: the patient regards her as of the same status as himself 
and finds it easier to communicate with her than with profession- 
als of higher status. Lastly, she is closer psychologically to the 
patient, involving herself in his life more directly. Thus, Caplan 
argues that the public health nurse is particularly well placed to 
identify crises involving emotional disturbance, motivate the pa- 
tient to seek the right help, interpret patient and physician to 
each other, bolster the former’s morale and mobilize sources of 
love and support by explaining the patient’s problem and needs 
to the family, and teach both family and patient certain ways of 
dealing with specific problems, for example, how to handle a sick 
child. 

In contrast to the work with the general practitioner, the efforts to 
enlist the public health nurse have been directed at making her 
an assistant to the patient’s psychotherapist rather than the actual 
therapist herself. She is expected to be therapy-oriented but not 
to conduct formal treatment. However, she is expected to help 
those who would not be classified as psychiatric patients but are 
for the moment defensive, hostile, depressed, or discouraged. 

Traditionally, the public health nurse has dealt with emotional 
problems of the families in her caseload. What is new is the sys- 
temic attempt to help her use her nursing techniques in more 
sensitive ways. As a result, for example, she is being trained to 
distinguish between the treatment accorded one who needs direct 
reassurance and one who should be given emotional support in- 
directly. 

The involvement of the social worker in the handling of emo- 
tional disturbance of her clients derives from her specialized train- 
ing rather than from her special position as regards her clients, 
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as in the case of the public health nurse. In theoretical orienta- 
tion, she usually is closer to the psychiatrist than is either the gen- 
eral practitioner or the public health nurse; thus she is able to 
use psychiatric consultation in her work without basic revision of 
her viewpoint. 

J. V. Coleman (1949) has commented upon the similarity of 
casework and psychotherapy as disciplines offering help to persons 
in emotional distress. For example, both require skill in inter- 
viewing, the ability to inspire confidence, and recognition of the 
role of emotional and unconscious processes in attitudes and be- 
havior as well as the force of intrapsychic resistance and the lim- 
itations of personality structure or life situations. In both case- 
work and psychotherapy there is a selection of the problems to be 
dealt with. Both give emotional support for immediate and acute 
anxiety, and both consider problems of transference important 
though they handle them differently. But, of course, although both 
deal with emotional difficulties, casework generally is directed at 
helping clients find solutions to their problems within the frame- 
work of their pattern of functioning whereas psychotherapy at- 
tempts some restructuring of personality through a corrective emo- 
tional experience. Some practitioners see the inclusion of mental 
health work as a logical extension of casework. Some casework agen- 
cies now explicitly deal with problems of the emotionally disturbed 
client and argue for the greater suitability of casework treatment 
as compared with psychotherapy for certain of their clients. In- 
creasingly, mental health consultation is offered welfare workers 
in an attempt to help them handle the emotional as well as the 
welfare problems of their clients. But the issue in using casework- 
ers in this connection is that the similarity of casework and psy- 
chiatric treatment threatens to create problems of competition 
between the two closely related specialties. The complementarity 
of the public health nurse’s referral-interpretive-supportive func- 
tions to the psychiatrist’s treatment function does not as neatly 
characterize the relations of social worker and psychiatrist. At the 
same time, the similarity between the roles probably has increased 
the opportunities for the social worker to participate more exten- 
sively in treatment. 
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It is important to note here that changes in the role of psychia- 
trist are necessary accompaniments of this trend to include the 
community caretaker in mental health work. If the latter is to be 
trained, the psychiatrist must devote less time to treatment and 
more to consultation and teaching. 


BUILDING HELP FOR PSYCHOLOGICAL PROBLEMS 
INTO NONTREATMENT INSTITUTIONS 


Building help for psychological problems into nontreatment 
institutions extends giving help one step further, for here treat- 
ment programs are set up where they did not exist. The mental 
health experts hired by these institutions have wider functions 
than they have in either of the forms previously discussed; more- 
over, the added enterprise means that persons whose role has not 
included giving help are asked to become helpers. 

Many professionals now believe that all community organiza- 
tions should take account of emotional problems. Primary and sec- 
ondary schools, colleges, churches, military establishments, large 
industrial and commercial concerns, labor unions, and penal in- 
stitutions now assume some responsibility for insuring the psycho- 
logical well-being of their members. Organizations are hiring 
their own experts in psychological problems as regular employees. 
Although most of them are part-time, they are regular employees, 
not occasional consultants. As employees they have responsibili- 
ties for taking action within the limits imposed on them by the 
organization; as regular participants they have the obligation to 
provide a service that fits the needs of the organization. The serv- 
ice reaches its fullest expression when the experts also have a staff 
or utilize others in the organization to implement their programs. 

But even though professional helpers are hired, it does not 
mean that help has become the primary concern, nor that the help 
is the same as that provided in treatment settings. When a helper 
is added to an organization whose central concerns are not ther- 
apy, there will be an accommodation: the conventional role of 
helper changes somewhat, and the organization changes certain 
practices to make it possible for the helper to function in it. The 
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hired psychological expert faces two general problems: he must 
bring key members to see the importance of giving help for emo- 
tional problems and of supporting his program, and he must de- 
vise ways of giving help within the framework of the organization. 
This task is more difficult in organizations such as reformatories 
or factories than in schools or churches because the former have 
traditionally functioned in ways that are incompatible with treat- 
ment, and treatment cannot merely take its place alongside other 
activities. If treatment is to be given, some transformation in the 
way the organization goes about its business is required. Bringing 
these changes in the organization about is sometimes the major 
problem in introducing help. 

To make help for emotional problems available in industrial 
organizations and agencies of social control is the farthest exten- 
sion of the out-patient system. Despite differences in purpose, ide- 
ologies, and organizational structures, the trend toward giving 
help in these contexts is similar in that both have emphasized a 
mental health program rather than merely the setting up of con- 
ventional out-patient treatment units. This has been interpreted 
to mean: developing appropriate procedures in the setting, such 
as on-the-spot help and informal counseling; training supervisory 
personnel to deal with the emotional problems of their subordi- 
nates; altering elements in the situation so as to prevent the devel- 
opment of emotional disturbances or the exacerbation of existing 
ones; and consulting with or advising higher officials, such as 
wardens or top management, on policy decisions and matters re- 
lating to emotional well-being. Thus, though some treatment is 
given, the general objective is to avoid or minimize emotional 
disturbance by infusing therapeutic attitudes and behavior into 
everyday actions and to blend the orientation toward help with 
the orientation determined by the organization’s functions. 

Industrial mental health is a field in which the mental health 
specialist shows increasing interest. Yet of the 183 members of 
the American Psychiatric Association employed by industry, only 
a dozen or so devoted full-time to this work in 1960 and equally 
few clinical psychologists and social workers were involved (Maisel, 
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1960; Levinson, 1959). Nonetheless, the programs directed by 
these few suggest the direction in which industrial mental health 
is likely to take. 

The expense of treatment is probably only one factor limit- 
ing its use in industry. Because treatment can be offered to 
a small proportion of all in the firm, the mental health expert 
may make mental health rather than emotional disturbance his 
primary focus. Reasoning that he can help a larger number of 
persons and be of greater use to the organization, he turns his 
attention to making work relationships more satisfying. Thus he 
has become involved in such diverse activities as evaluating em- 
ployees’ aptitudes and interests; placing them in appropriate jobs; 
training foremen, other supervisors, and executives to be better 
leaders, increasingly sensitive to the needs of subordinates; con- 
sulting with industrial physicians on psychologic aspects of pa- 
tients’ complaints; and advising top management on policies to 
minimize stress. 

Some programs set up by human relations experts emphasize 
the use of nonprofessional personnel, such as foremen and super- 
visors. Western Electric’s Hawthorne Plant has trained its own 
counselors to give on-the-spot help to line employees. They are 
instructed in interview techniques and psychological functioning 
and are assigned to departments or plant areas to discuss with the 
employee any problems or experiences he wants to talk about. 
Since they are not professionally trained, they are not to diagnose, 
treat, or advise but merely to offer employees opportunities to 
ventilate their problems and to mobilize their own strength. To 
make it possible for them to establish the necessary relationship 
with workers, the counselors operate independently of the medi- 
cal department (which is responsible for referring ill persons to 
treatment elsewhere) and of the personnel department (whose re- 
sponsibilities include evaluating and placing job applicants and 
employees) (Wilensky and Wilensky, 1951). 

Though few in number, mental health experts are now found 
on the staffs of prisons, reformatories, parole agencies, juvenile 
courts, and police departments. (Silver, 1959; Wilson, 1960; 
Gibson, 1954; and Kahn, 1953.) Here extension of out-patient 
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psychiatric services is characterized by the attempt to provide 
treatment for the emotionally disturbed and by the broader inter- 
est in increasing the therapeutic value of the institutions. The 
specific aim may be diagnosis and treatment or referral of the 
emotionally disturbed person to treatment; it may be training 
other workers to approach their charges in more psychologically 
sophisticated ways; or it may be advising those in authority in the 
handling of lawbreakers so that emotional disturbances may be 
prevented, or detected and treated. More important is the psy- 
chological expert’s implicit or explicit concern with affecting the 
entire setting. In general, he tries to minimize the punitive and 
custodial processes and to maximize individualized care and re- 
habilitation. 

Lack of trained personnel obviously limits the development of 
mental health programs in nontreatment institutions. However, 
even if this were not so, it might be difficult to develop the kinds 
of program that mental health professionals have in mind, espe- 
cially when the institution’s main functions are unrelated to or 
incompatible with treatment. In his analysis of the prison, Cressey 
(1960) describes some features that prevent the prison from be- 
- coming a therapeutic milieu: in effect, because prisons have cus- 
todial as well as punitive functions, both of which require strict 
enforcement of rules, individualized handling of inmates accord- 
ing to their needs is difficult to achieve. Yet we are not implying 
that the mental health expert can have no impact on nontreat- 
ment organizations. We are merely pointing out that because his 
values and his conceptions of his role may not be readily acceptable 
to the institution, his therapeutic influence will not be widespread 
nor immediately felt. 


Discussion 


As innovations are introduced to solve problems inherent in 
the present system of treatment, practitioners find that new and 
equally difficult problems arise. It is as if the remedies for one 
set of deficiences breed another set just as difficult to cope with 
as the first. For example, the psychiatrist attempting to increase 
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the supply of helpers by drawing upon general practitioners, must 
face the difficulties of advising them on how to deal with psycho- 
pathological processes that are ordinarily beyond their ken. 

Two general issues seem to be involved in extending out-pa- 
tient services in the community. The first concerns the changes 
required in psychiatric practice and in related specialties if the 
defects the practitioner seeks to remedy are to be overcome. ‘The 
second is related to the changes in other aspects of our society 1m- 
plied by these programs. The extent of these two types of change 
will largely determine how effective these programs will be. 

One important aspect of the first issue is the adapting of prac- 
tices to the groups who are to receive help. Psychiatrists and par- 
ticularly social workers have long been aware that treatment, case- 
work, or, indeed, any kind of help does not operate in a cultural 
vacuum—that the attitudes of the clients the professional seeks to 
help may decide whether the offered help is meaningful to them 
and whether it is effective, not to mention whether it is sought or 
the relationship continued. Even though courses in sociology and 
anthropology are increasingly common in medical, social work, 
and nursing schools, help practices as a rule do not take this point 
into account. There are, of course, some exceptions. Group work- 
ers with juvenile gangs and caseworkers handling uncooperative 
families are sensitized to their clients’ values and attitudes. But 
the fact remains that at least in the programs described in this 
chapter, subgroup norms have been neglected. For example, Etzi- 
oni (1958) notes that most human relations programs in industry 
operate on the assumption that workers prefer democratic to au- 
thoritarian supervision, welcome responsibility, and prefer mu- 
tual understanding to griping. In short, the assumption is that all 
workers share the middle-class ethos that underlies much of psy- 
chotherapeutic work. But he finds evidence that workers from 
traditional societies and those from certain subgroups in our so- 
ciety may be most satisfied and effective under paternalistic or 
authoritarian supervision. 

But if a professional acts on such knowledge and alters practices 
to make them better suited to his clients, for example, introduc- 
ing more authoritarian relationships into organizations, his col- 
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leagues might charge him with engaging in activities that are non- 
therapeutic, unprofessional, even unethical, or outright damaging 
to clients. Even if a group of professional workers could agree on 
modifications in goals and practices, the sponsoring agency might 
not concur, nor is it likely that other professionals or members of 
the community would support them. 

Another important aspect of extending out-patient service is 
that of changing traditional roles. As the general practitioner, the 
public health nurse, and the social worker become more involved 
in mental health efforts, it is the boundaries rather than the core 
of their roles that change. That is, their roles widen as they take 
on functions conventionally considered those of the psychiatrist. 
But he, too, is enlarging the boundaries of his role as he assumes 
teaching, consultation, advisory and even supervisory functions 
in connection with the work of others and as he reduces the 
time he gives to direct clinical work with patients. These 
changes are not dramatic at present, nor are they extensive. 
But the central problem connected with them can most clearly 
be seen in certain interdisciplinary team programs that operate 
on the assumption that all members of the team have important 
functions in regard to treatment. If nonmedically trained workers 
regard their roles as essentially the same as the psychiatrist’s, he 
is likely to make it clear that, while he may share certain periph- 
eral functions, he will retain responsibility for the treatment of 
patients as his sole prerogative and preserve treatment as a medical 
function. He may agree to alteration in the boundaries of his role, 
but he is adamant about preserving its core. From his point of 
view, the question is how to share parts of his role and at the 
same time to retain his unique functions. And to the community 
caretakers, expansion of their role to include helping emotionally 
disturbed persons also presents a problem. They, too, want to 
preserve the core of their role, yet to assume new functions. The 
question for them is how much can their role be changed while 
they still carry out their traditional functions. 

It may be that the psychiatrist’s concern with the issue of 
changing role boundaries is related to the threat to his traditional 
functions. Psychiatrists are so intensely involved in debate about 
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changing role boundaries because the projected changes highlight 
one of the major dilemmas of the out-patient psychiatric system, 
namely: How can the continuing shortage of treatment personnel 
be met by enlisting the social worker, clinical psychologist, public 
health nurse, or general practitioner without rendering their roles 
functionally indistinguishable from that of the psychiatrist? 

One way out of this dilemma is to train community caretakers 
to do preventive mental hygiene only while treatment for serious 
emotional disturbance is retained by the psychiatrist as his unique 
function. He can remain the sole professional competent to treat 
these disorders while, at the same time, hoping that the future de- 
mand for treatment personnel may be reduced. To this extent, 
the mental hygiene movement can be viewed as an attempt to 
solve the problem of increasing opportunities for help without 
using nonpsychiatrists to give treatment and without altering con- 
ventional professional roles too drastically. Of course, this is all 
based on the assumption that a clear differentiation can be made 
between incipient and mild disturbances for which preventive help 
is needed and serious disturbances for which treatment is needed. 

A third problem is that innovations have created incompatible 
functions for the helpers, especially in organizations in which the 
primary activities are not consonant with treatment. For exam- 
ple, the position of the foreman in the factory frequently is con- 
sidered a difficult one, lying as it does between management and 
the worker. Introducing a human relations program in industry 
makes the role of the foreman more stressful; attempts to in- 
crease his sympathetic understanding and help his subordinates 
while acting as their direct supervisor requires him to behave in 
contradictory ways. McMurray (1959), speaking for one point of 
view in industry, argues that a man cannot “wear two hats,” and 
that, while foremen may be expected to understand that a worker 
has problems, they cannot be expected to serve as their counselors. 
The supervisor is a line administrator, and he should not be ex- 
pected to be anything else. 

According to Cressey (1960), the same incompatibility in func- 
tion can be observed in treatment-oriented prisons: when prison 
guards are expected to be treatment-oriented as well as custo- 
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dially-oriented, a certain confusion in their role is introduced. 
Guards attempt to resolve the conflicting requirements not by 
abandoning punishment for misbehavior or uncooperativeness 
but by dispensing punishment more arbitrarily, according to their 
personal whims. Significantly, they can be neither effective custo- 
dians nor therapists. According to Ohlin, et al. (1956), the social 
worker-—parole officer faces essentially the same dilemma but in 
reverse. He attempts to pursue a treatment orientation but is also 
expected to perform a control function. He, too, fails to be the 
kind of helper prescribed by his profession. 

The basic difficulty here is that innovations in the roles of 
prison guard, factory foreman, parole officer, and similar care- 
takers have been introduced without concern for the larger struc- 
ture into which the new role is expected to fit and without con- 
sidering the structural pressures on the helpers. ‘The assumption 
seems to be that the individuals in these settings must be changed: 
for example, if a superior is not helpful to subordinates, it is be- 
cause of some personal propensity. That is, if the prison guard, 
the parole officer, or the policeman on the beat handles lawbreak- 
ers in a “tough” way, it 1s primarily because he lacks “understand- 
ing’ of the violators’ problems and of the dynamic psychological 
reasons underlying their behavior. The assumption is that this 
can be corrected by training or consultation programs. | 

What has been overlooked is the fact that persons in these posi- 
tions in society are expected and even pressured to behave in the 
ways they do. ‘This is not merely a question of the right training. 
Cressey (1960) notes that 


even if guards and foremen were replaced by professionally trained 
specialists, the problems stemming from the attempt to administer 
treatment in a punitive setting would not be resolved. The handling 
of prisoners as individualized treatment cases . . . is limited by the 
necessity of meeting the inmate community’s demand for justice and 
the employees’ needs for cooperation of inmates [p. 101]. 


This is a problem that cannot be handled only by training indi- 
viduals; it requires working on the social structural problems in- 
volved. 

‘The second general issue raised by all these innovations in 
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professional practices concerns the changes in social institutions 
implied by the new conceptions of help. Here we merely wish to 
point out that the practitioners involved in some of these new 
programs often seek to bring about changes not only in the way 
the professional or nonprofessional helper goes about his business 
but in the goals and structure of our institutions. 

This is not to say that this is specifically recognized by most 
practitioners engaged in the programs we have described. On the 
contrary, they ordinarily state their objectives more narrowly. 
They would say, for example, that they aim to develop psycho- 
logical understanding among key persons in a given organization 
so that these workers might have more therapeutic effects on the 
persons with whom they have contact. Or, they might see their 
objective as training a particular group of professionals so that 
they can be more effective in their work. Only occasionally do 
they state their goals as clearly as do Markey and Langsam (1957) 
when they indicate that, by introducing a psychiatrist in the ju- 
venile court clinic, they hoped to “change the basic court milieu 
in such a way as to make the court experience a therapeutic one.” 

But whether it is recognized or not, to extend help into ordi- 
nary life settings is also an attempt to change them basically. For 
example, the attempt to replace the custodial, punitive orienta- 
tion of prison guards with a conception of rehabilitation through 
training and attention to individual needs really involves alter- 
ing the way in which prisons are managed and the inmates’ dis- 
satisfaction, misdemeanors, and so forth are dealt with. In short, 
what appears on the surface as an attempt to change the role of 
guard may actually end in transforming the prison. And since the 
role of members of organizations is not simply a function of indi- 
vidual choice or propensity but of pressures in the organization 
to operate in certain ways, any effort to change roles by training 
individual workers is not likely to succeed completely. This is not 
to say that institutions cannot be changed, but that the mecha- 
nism of change must be appropriate to the social context. 

The mental health expert who perceives that changes are not 
occurring in the way he would like may be at a loss to account 
for it. He often concludes that he could do a better job if more 
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professionally trained personnel were available, or if he had more 
money. But we suggest that the causes for many of these failures 
are embedded in the social structure. An analysis of the social 
structure might serve several purposes. It might suggest not only 
which programs might succeed and which might not, but it might 
reveal what areas could be successfully attacked first and what are 
best left till later. It might indicate, moreover, how programs 
could be introduced, what is required to maintain them, and what 
problems to anticipate. Finally, it might provide him with a clearer 
notion of the limits in which his program is operating so that his 
expectations might be more realistic. 


Chapter 6 


Broadening the Conceptions of Help 


Before the growth of modern psychiatry what we now refer to as 
mental illness was often treated by supernatural means or by im- 
prisonment. Since its definition as a medical problem, specific 
treatments have included: blood-letting, hydrotherapy, surgery, 
endocrine preparations, and vitamins. With the growth of a more 
sophisticated understanding of mental illness emphasis has been 
placed on understanding the patient by studying his life history, 
his psychological and social relationships, and his social environ- 
ment and on the use of this knowledge in treatment. This orien- 
tation is what we have called “broadening the conceptions of 
help.” 

Today many experts see mental illness as a resultant of multi- 
ple factors, organic, psychological, and social, intricately interre- 
lated. With the development of more complex theories of the 
etiology of mental and emotional disturbance and the notion that 
many factors may effect therapeutic progress, the idea has taken 
form that these disturbances may happen to anyone, given suff- 
ciently stressful circumstances. 

Physical treatment and psychotherapy still constitute the main 
therapies for out-patients, but a considerable number of mental 
health workers are interested in instituting treatment based on 
broader conceptions. They accept the fact that they are dealing 
with a complex interaction of biological, psychological, and soci- 
ological conditions and consequently argue that treatment should 
be designed from all three points of view.1 Their view implies a 
distinction between treatment and help, the former referring to 
conventionally accepted clinical procedures, the latter to the large 
variety of attempts, ordinarily conducted outside of the clinical 
setting, to influence emotionally disturbed persons in a therapeu- 
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tic direction. Following this, in our discussion we shall use “help” 
as the more inclusive term and “treatment” in the restricted sense 
noted here. 

The newer conceptions of help include considerations such as 
a wider arena within which help might proceed, a different con- 
ception of who and what is to be helped, and a different view of 
the conditions and processes that affect therapeutic progress. In 
addition, those offered help are not only those formally defined 
as patients, but anyone suffering psychological stress or an emo- 
tional crisis, such as may occur in migration, disaster, bereave- 
ment, or retirement. 

Thus, broadening the conceptions of help involves some reori- 
entation. From looking upon the process exclusively as a clinical 
activity, directed at a disease entity, and undertaken within the 
boundaries of the conventionally defined therapist-patient rela- 
tionship, the change is to seeing it, in addition, as a sociopsycho- 
logical process that attempts to deal with problems in living that 
are not necessarily serious or well-defined emotional disorders. 
Some practitioners using these conceptions believe that their help 
processes are sufficiently specifiable and manageable to have ther- 
- apeutic effects. Others see this kind of help as just as specific as 
psychotherapy but as dealing with a more limited range of phe- 
nomena, for example, with a particular problem or segment of 
the personality. And they see it as just as capable as psychother- 
apy of producing stable changes. 

In this chapter we focus on the re-conceptualization that under- 
lies these programs, and we use specific programs only as illustra- 
tions of the conceptions. 

When practitioners discuss broadening the conceptions of help, 
directly or by implication, what they are doing is altering a num- 
ber of notions related to the process of helping; that is, they are 
concerned with ways of re-conceptualizing the unit of help, chang- 
ing the definition of patient and object of help, expanding the 
role of helper, and re-orienting their approach to help processes. 
The four objectives are interrelated and together constitute the 
theme “broadening the conceptions of help.’”’ We discuss the four 
separately, but it should be clear that an understanding of any 
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one of them calls for seeing its relation to the other three. Thus, 
for example, the conception “unit of help” can only be fully un- 
derstood when seen in connection with the conceptions of pa- 
tients, helper, and help processes. 


The Unit of Help 


A number of practitioners would like to see help for emotional 
disturbances patterned more closely on the general medical model. 
They believe that greater precision in identifying mental illnesses 
or in classifying mental disturbances into discrete and mutually 
exclusive categories will lead to the discovery of specific proce- 
dures for treating each category. 

Other practitioners advocate what appears to be the opposite: 
that the unit of help be conceived more broadly and its bound- 
aries enlarged to include not only the individual, but his envi- 
ronment and the transactions that take place between him and it. 
This view underlies some of the programs we have described in 
previous chapters, and we shall therefore analyze it in some detail. 

The gradual movement in medical thinking away from the 
view of a diseased entity or part as the unit of treatment is re- 
flected in such phrases as “treating the patient as a whole” and 
“what should be treated is a person with an illness rather than an 
illness in a person.” Some practitioners have been led to an even 
broader notion of the unit of help than “the whole person,” a 
conception that takes into account a greater number of variables 
and deals with a more complex unit than the single individual. 
It includes not only symptoms, psychodynamics, and interper- 
sonal relations, but also sociocultural contexts of varying size, or- 
ganization, and purpose. Thus, the object of their help is the iden- 
tified patient, his significant others, his social network, and general 
social context. 

When the unit of help is seen as some aspect of the social en- 
vironment, practitioners tend to focus on three aspects: the in- 
timate primary groups, particularly the family in which the pa- 
tient is continuously and deeply involved; the secondary groups 
such as fellow workers and employer, which form an important 
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part of his life apart from his family, and his inclusive milieu— 
his subcultural group, his community, or the institutions and 
even the society of which he 1s a member. 

Practitioners who see the family as the unit of help operate on 
the assumption that family interaction is primary in contributing 
to emotional difficulties. A logical corollary is that changing the 
relations within the family will change the patient and alleviate 
his disturbance. From this point of view the family unit is a set 
of dynamic forces and patterns as important as the psychodynam- 
ics of individuals. Plans for help would take into account the fam- 
ily’s sociocultural characteristics, such as the degree of solidarity, 
its values, its tolerance of overt aggression and sexual expression, 
and its anxiety concerning mental illness itself. ‘The goal is to 
identify the destructive elements in family relationships and then 
to utilize specific techniques of intervention to alter them. The 
techniques will vary with the practitioner’s conceptions of how 
the family should be worked with as a social unit.? 

Mental health workers who focus on secondary groups as the 
unit of help have in mind work settings, schools, social clubs, and 
the like, which they are interested in influencing directly or in- 
‘directly, formally or informally. These contexts are not as affect- 
laden as the family but are nevertheless significant in a person’s 
life. The practitioner seeks to generate therapeutic processes within 
them. 

The broadest, and at the same time the vaguest, units of help 
some out-patient practitioners seek to encompass are communi- 
ties, subcultural groups, and certain sociocultural processes in in- 
stitutional and societal life. In the belief that stable and recurrent 
patterns of activity, such as assumptions, beliefs, and “taken-for- 
granted” social processes, contribute to the perpetuation of cer- 
tain kinds of mental disturbance, they seek to develop selective 
modes of intervention. This intervention may take any of three 
general forms: an attempt to change the person’s participation in 
the social setting; an attempt to minimize or reduce what are 
thought to be the noxious influences therein; and, as with the 
prison or the school, an attempt to influence the setting to become 
a therapeutic milieu. 
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The idea that a person’s emotional disturbance is influenced by 
an ever-widening circle of social contexts may be theoretically 
valid, but it 1s difficult to establish its validity and to show spe- | 
cifically how these influences operate. Perhaps more difficult is 
the problem of intervention when the units of help are conceptu- 
alized in this way. Intervention means some degree of change in 
on-going institutions and community or societal processes, and 
these changes may not be readily acceptable to the community. 
In addition, there are problems of working out the boundaries 
of the unit of help, knowing when and how to deal with it, and 
determining whether to be concerned with a number of units 
simultaneously or separately. Criteria are needed for determining 
when the family should be the unit of help, when the neighbor- 
hood is the appropriate focus, and when it is more profitable to 
work with the other wider social entities. The question of dealing 
with the context selected involves determining which modes of 
intervention can be best used and what the roles of helper and 
“helpee”’ should be. Practitioners are still unclear about which con- 
ceptualization of the unit of help would lead to the discovery of 
more adequate types of interventions. 


The Object of Help 


One implication of this discussion is that families, communi- 
ties, or total societies as well as individuals may be designated as 
“sick” and therefore be potential objects of therapeutic effort. 
This contrasts with the conventional view in which practitioners 
treating emotional disturbance identify one person as the patient 
and, at the most, view significant members of his family and social 
network as helpful intermediaries. 

Conventionally, a psychiatric out-patient is identified by a qual- 
ified diagnostician as emotionally disturbed, or mentally ill, and 
in need of help. The patient confirms the definition by agreeing 
to enter a treatment relationship, and he submits to the therapeu- 
tic process in the hope and expectation of alleviating his difficul- 
ties. His obligation is to accept the role, carry out its functions as 
prescribed for him, abide by the rules, accept the therapist in his 
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role, and submit to therapeutic ministrations conceived and ef- 
fected by the therapist. Not content with restricting the object of 
help to a person formally defined as a “patient,”’ some practition- 
ers, implicitly or explicitly, are developing instead a concept of 
the object of help that permits the disturbed person to receive 
help without necessarily being defined as a “‘patient.” 

One example of this is the help sometimes given the emotion- 
ally disturbed student by school teachers as part of their regular 
classroom activity.? This means that the teacher not only teaches 
a given subject but manages the students in ways intended to have 
therapeutic effects. Mental health consultation services to schools 
are specifically designed to aid the classroom teacher in this role. 
At least three aspects of the patient role are altered. First, there 
need be no consent on the part of the person that the helping rela- 
tionship should be undertaken, and in many instances he is un- 
aware that he is being helped. Secondly, the person may not be 
formally defined as an object of help. The distinction between 
persons being helped and others in the same situation who are 
not the specific objects of help is deliberately blurred. The bene- 
ficiaries are truly unclear since students other than the emotion- 
* ally disturbed one may benefit from the teacher’s efforts. Thus, 
in contrast to those who become patients, the one who is being 
helped is not in a special social role. All that is required is that 
he be present in the helping context and function in the role of 
student. ‘Thirdly, the reasons for which a person is given help are 
neither as clear-cut nor as narrowly defined as those connected 
with conventional treatment of mental illness: ineffective func- 
tioning as student or worker, a life crisis, or deviant behavior, 
such as delinquency, economic dependency, vagrancy or alcohol- 
ism—all might qualify him for help. 


The Helper 


In the same way that some persons receiving help for mental 
or emotional disturbance need not acquire the patient label, some 
helpers do not play the conventional role of therapist. There are 
at least eight ways in which they may differ. 
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1. The person giving help may not publicly and explicitly be 
designated as a helper for emotional disturbance, as, for example, 
the public health nurse who tries to help her emotionally dis- — 
turbed patients in the course of exercising her regular functions. 
In this case the role of helper (for emotional disturbance) is covert 
and not recognized as such by the one being helped. 

2. The helper may not be a person for whom helping the emo- 
tionally disturbed is a central activity. As in the case of the school 
teacher, the helping role is secondary and peripheral to his central 
function. | 

3. The role of the helper may not be as formal and in its per- 
formance the helper may not be as socially distant from the “‘helpee”’ 
as the conventional therapist would be. For example, the ‘‘com- 
panion” used by psychiatrists to keep an emotionally disturbed 
person out of the mental hospital carries on highly informal friendly 
relations with the person being helped. 

4. The role may be played by persons who have no professional 
training and skill. Their helping potential is seen by professional 
practitioners as residing in the kinds of interpersonal relations 
they might have with the object of help. 

5. Uhe helper’s relationship with the disturbed person may not 
be restricted to a particular time or to a narrow aspect of his life. 
The helper may participate in a variety of life experiences with him 
during the day or at night. 

6. The helper may be active and aggressive in bringing help 
to emotionally upset persons, as in the Home Treatment Service. 

». The helper need not be a single individual but may be a 
number of individuals operating as a team. 

8. A helper may be an expert who is not in direct relations 
with the disturbed person but manages and guides the helping 
relationship through an intermediary who is his therapeutic agent. 


The Help Processes 


There are at least three major ways in which the conception of 
direct help has been modified: (1) the help process may be covert; 
(2) it may be informal; (3) it may take the form of activities other 
than discussion or medication. 
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In contrast to conventional therapeutic modalities where the 
therapist-patient relationship is explicit and consented to by both 
parties, the helping process may be covert in some programs (es- 
pecially where a community caretaker is the helper). Where this 
is the case, it can go on at any time or in any context that suits 
the purposes and convenience of the helper. 

Conventional individual or group psychotherapy is a formal 
procedure in which social distance is maintained between thera- 
pist and patient. But, with the introduction of home treatment 
and with the use of companions for emotionally disturbed per- 
sons, it has become more informal, approximating ordinary social 
intercourse, and with the technical aspects less prominent as ve- 
hicles of helping the disturbed person. Such informality encourages 
the reduction of social distance between the participants, and help 
may be given in surroundings and under conditions that are more 
familiar and more “natural” to the person than is the clinic or of- 
fice with its timing and duration becoming more flexible. 

In contrast to the treatment modes that rely on medication or 
verbalization, some practitioners conceive of help as a form of 
social action. They conceive of their function as discovering, fa- 
 cilitating, and creating the appropriate interpersonal and group 
activity that will be therapeutic for disturbed persons. One prac- 
titioner, for example, established shops and facilities for work 
and recreation to teach his patients new skills and thus increase 
their self-esteem, to have them form new friendships, and to help 
them share in the collective activity of a small community. 

Finally, the conception of help is being broadened through the 
attempt by mental health experts to influence disturbed persons 
indirectly through intermediaries and the modifications of social 
contexts. The consultation process is a primary instrument for 
these indirect forms of help.* In specific programs, a caretaker 
may be given consultation on how to manage his relationship with 
an emotionally disturbed person or on how to deal with a per- 
sonal crisis of his own that is making it difficult for him to provide 
the necessary help. Finally, consultation may be provided author- 
ities on the effects of the social structure or their administrative 
policies on the emotional life of persons working in their insti- 
tution. 


Chapter 7 


Problems and Issues of 


Out-patient System 


The practices and programs associated with the themes of con- 
cern that relate to out-patients—providing immediate help for 
the emotionally disturbed, extending out-patient services in the 
community, and broadening the conception of help—have been 
adopted to meet persistent problems. The most pressing of these 
are: shortages of trained personnel, poor results with certain kinds 
of patients, an inordinately long interval between manifestation 
of emotional difficulty and the seeking of help (also between man- 
ifestation and the receiving of help), uneven distribution of re- 
sources, and rigid practices of practitioners and clinics. These 
problems actually fall into two broad classes: providing adequate 
coverage and providing effective help. Our thesis is that these 
problems are in large part a product of certain conceptual and 
structural aspects of the conventional social system within which 
practitioners operate. In this chapter we suggest some character- 
istic ways in which these conventional structural features perpet- 
uate inadequate coverage and add to the difficulties of providing 
effectively for many persons who enter treatment. 


Effective Help 


One major feature of the out-patient system is the undeveloped 
state of knowledge, a deficiency evidenced in a number of ways. 
First, there is little validated knowledge about the treatment mo- 
dalities that are consistently effective and successful. In the ab- 
sence of conclusive evidence based on carefully controlled studies, 
practitioners are claiming success with all kinds of techniques and 
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base their treatment preferences on experience, ideology, faith, 
and selective perception. Secondly, there is still much uncertainty 
about the general and specific agents and processes that contribute 
to improvement in patients (Frank, 1959). It is not known, 
for example, to what degree effective therapy is due to nonspe- 
cific agents, such as faith and trust in the therapist, to the latter’s 
training and experience, and to unplanned ordinary human ex- 
periences that arise in the course of interaction. Thirdly, only a 
few modes of treatment are accepted and demonstrated to be spe- 
cifically effective in particular types of disorders; in most emo- 
tional disturbances there is no agreement as to the best approach 
with any particular kind of patient. This is so for a number of 
reasons among which are the inadequacy of the classification sys- 
tem and of the frame of reference and the difficulty in isolating 
the relevant units of treatment. 

Another feature of the conventional system that may limit ef- 
fectiveness of treatment is the dominant conceptual orientation 
and the consequent restrictions that flow from it. Conventionally, 
mental illness or emotional disturbance is viewed by practition- 
ers as a disease or as an entity within the individual that needs to 
be altered or removed. Thus, for one thing, they attack the path- 
ogenic state and confine treatment to the individual designated 
as the patient in isolation from his living context, as if he were 
able to receive therapeutic benefit only in the confines of the con- 
sulting room. This inhibits intervention in the social (that is, the 
familial, occupational, and recreational) life of the patient. In the 
second place, this point of view ignores the possibilities of inter- 
vention in institutional organization. We suggest that ineffective- 
ness in treatment may be attributable, at least in part, to failure 
to pay sufficient attention to these two types of social contexts. 

It is commonly assumed that help for emotional disturbance 
is not as urgent as physical illness, that such disturbance does 
not call for immediate action unless a social crisis is provoked. 
Whether this is actually believed by practitioners or whether it is 
a necessary concession to their inadequate numbers is not as im- 
portant as the fact that the notion enters into the identification, 
processing, and initiating of treatment for out-patients. It fosters 


94 The Out-patient System 


delay in treatment and may very well lead to an increase in the 
severity of the disturbance, with poorer chances of success in ther- 
apy and a longer time required for it. 

The present treatment system not only operates in a way that 
seems to limit effectiveness of treatment; in addition, unclarified 
processes within it make it difficult to evaluate the success of pres- 
ent practices. There is little consensus on the criteria of success 
and failure in treatment. (Baumrind, 1959.) Moreover, the cov- 
ert and private nature of treatment hinders evaluation. By and 
large, any particular therapeutic process or therapist-patient re- 
lationship is insulated within the confines of the practitioner’s of- 
fice, with the therapist primarily and the patient secondarily con- 
trolling any disclosure of information. 


Adequate Coverage 


The adequacy of coverage for psychiatric out-patients is mainly 
a function of the number of patients, of personnel to provide 
help, and of the length of time needed for effective treatment. 
Adequate coverage even more than effectiveness of treatment is 
largely dependent upon the nature of the system. 

A conspicuous and continuing problem in out-patient care is 
the persistent and growing discrepancy between the number in 
need of help and asking for it and the number equipped to pro- 
vide it. On one hand, an attempt is being made by mental hygiene 
organizations and professionals to decrease the stigma attached 
to mental illness and its treatment and to bring into treat- 
ment more persons who show signs of emotional disturbance. 
However, success in this venture is a mixed blessing. For a more 
accepting attitude toward emotional disturbance and its treat- 
ment may interrupt a “natural” regulator of demand for services. 
Stigma serves to restrict demand, and, as it diminishes, demand 
may be stimulated far beyond the capacity of current facilities 
to cope with it. Not only that, but in their eagerness to equate 
mental illness with “any other illness” and to encourage the dis- 
turbed to seek professional help, clinicians and mental hygiene 
personnel have not circumscribed the areas of psychiatric legiti- 
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macy. By leaving it broad and poorly defined, they encourage per- 
sons to seek help for a large variety of difficulties, a situation re- 
sulting in an even greater unmet demand for services. 

On the other hand, while the demand is stimulated and in- 
creases, the supply of professional personnel lags behind and is 
expected to continue to be in short supply. (Albee, 1959.) In 
addition, the conflict between medical and lay psychotherapists 
and their controversy over the conditions under which lay ther- 
apy should be practiced may be preventing the most effective al- 
location and utilization of available professional personnel. Thus, 
inadequate coverage is a product not only of the shortage of 
trained personnel but also of the ways in which personnel are 
used. In this regard, one dominant clinical mode that has the 
highest prestige, is most acceptable to practitioners, is most sought 
after for training, and is best organized to spread its point of view 
and approach is the psychoanalytic or intensive psychotherapeu- 
tic mode. Here treatment is a clinical operation in which the pa- 
tient and therapist must be in a one-to-one relationship at fre- 
quent intervals for a prolonged period of time. As a consequence, 
a great deal of professional time is spent on a relatively small num- 
- ber of patients. Even the “briefer” therapies are not sufficiently 
brief to compensate for the disproportion between cement for 
service and supply of therapists. 

There are other shortcomings: the location of responsibility 
for out-patient care and the relations between agents and agencies. 

Under prevailing arrangements of mixed public and private 
care for out-patients, there is no designated body responsible for 
the population in need. For the vast majority of in-patients the 
state or the county assumes the central responsibility, but there 
is nothing comparable for out-patients, although some states have 
declared their intention to accept responsibility for treatment of all 
disturbed persons. Instead, responsibility is divided among vari- 
ous organizations and institutions and among different profes- 
sions and individual practitioners. ‘The out-patient population— 
actual and potential—is handled in segments. Each agency selects 
for service that part of the population in need which it wants to 
serve, but the selection is not governed by any plan whereby the 
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total population is divided up among them. This individualistic 
way of operating, as well as the small number of practitioners, re- 
sults in failure to cover the population in need. 

Private practitioners, private and public clinics, and family 
agencies operate in considerable isolation from each other. The 
private practitioner as an independent professional has his major 
ties not to clinics or agencies offering similar or related help but 
to his colleagues in the psychiatric profession and to his profes- 
sional organizations. Clinics, as noted earlier, tend to be oriented 
to specific populations and to tasks they have carved out for them- 
selves, without regard to either total needs or the ways in which 
private practitioners and other organizations do their work. And 
social agencies, too, frequently carry on with little connection with 
either of these two sources of help. All this independent and unin- 
tegrated effort gives to the psychiatric out-patient system a diffuse 
and fragmented character which rules out concerted action, ad- 
dressed to the “problem as a whole.” 

A basic difficulty is that it is a system of care characterized by a 
significant discrepancy between means and ends. But more con- 
cretely there is an impressive gap between certain important val- 
ues held by psychiatric practitioners and the instrumentation (treat- 
ment techniques, operational procedures, and so forth) used or 
available to achieve them. For example, on one hand, the psy- 
chiatrist is dedicated to the principle of providing out-patient care 
for all emotionally disturbed persons who need it. This looms 
large in his professional motivation, encourages him to expand 
existing treatment facilities, and to extend himself in many di- 
rections to administer the needed care. But, on the other hand, 
many of his practices limit coverage and restrict the search for 
better methods of treatment. The lack of fit between ends and 
means, or between treatment goals and practices, is an underly- 
ing problem practitioners are wittingly or unwittingly seeking to 
solve in the various new programs of out-patient care described 
in preceding chapters. Whether to find new knowledge, new ways 
of integrating agents of treatment or of supplementing the work 
of treatment personnel, the attempt is somehow to narrow the gap 
between ideology and practice. The difficulty, of course, is that 
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attempts at solution are generally made by using the very organiza- 
tion that gave rise to the problems. ‘This means that until there is 
a reorganization of the basic structure, including a resolution of 
some of the conflicts in value, problems inherent in the present 
organization of out-patient care will persist. 


i i 


Pare dit 


The In-patient System 


Chapter §& 


Characteristics of the In-patient System 


The purpose of this chapter is to describe briefly the prominent 
characteristics, processes, and problems of the major type of men- 
tal hospitals, as an introduction to a subsequent discussion of re- 
cent trends, programs, and themes of concern in hospital practices. 

Deutsch (1949) has well described the evolution of the care of 
the mentally ill from almshouses and jails to institutionalization 
in mental hospitals. In this dismal history there was at least one 
bright spot—the era of moral treatment during the first half of 
the nineteenth century. During this period, the very concerns that 
occupy today’s practitioners—individualizing care, breaking down 
the barriers between hospital and community, and developing a 
therapeutic milieu—-were also important to the then hospital 
superintendents. Patients were regarded as individuals and treated 
according to their individual needs; there was a steady commu- 
nication and flow between the hospital population and the com- 
munity, and superintendents set about making the atmosphere of 
the hospital kindly and conducive to recovery. 

The mental patient load in the late nineteenth and early twen- 
tieth century paralleled the general increase in national popula- 
tion, and mental hospitals expanded in size and number. Profes- 
sional and semiprofessional personnel, however, did not keep pace 
nor do they now. The size of the state mental hospital and the 
staff-patient ratio at present are facts widely deplored. 

In addition, the growth of cities, technological and economic 
change, the development of psychiatry and allied professions, the 
differentiation of sponsorship of hospitals between private enter- 
prise and federal, state, and local governments contributed to the 
development of present-day mental hospitals. So did the internal 
dynamics of the hospital itself. Thus today certain institutional 
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“types” dominate hospital practice: the large state mental hos- 
pital, the Veterans Administration (VA) mental hospital, the small 
private psychiatric hospital, and the psychiatric section of the gen- 
eral hospital. While there are other in-patient institutions—among 
them psychopathic hospitals, military hospitals, psychiatric re- 
search and training hospitals, psychiatric receiving centers, and 
children’s residential treatment units—the four mentioned types 
house all but a small fraction of the hospitalized mentally ill. 

Hospitals within each of the four categories tend to resemble 
each other and to differ from the other types. For one thing, the 
hospital atmosphere seems to be generally more similar from one 
state hospital to another than between state and VA hospitals or 
between either of them and private hospitals. The same may be 
said of the social composition of the patient population, the organ- 
izational pressures affecting personnel attitudes and motivation, 
the specific problems of patient management, and the types of 
issues faced by the hospital administrators. For our purposes, the 
four well-defined hospital types represent the current organiza- 
tional forms of mental hospitals in this country. 


The Large State Mental Hospital 


From the point of view of numbers of resident mental patients, 
the publicly supported county or state mental hospital is far and 
away the dominant organizational form, containing some 85, per- 
cent of the total population. 

These hospitals play a particularly important role in the care 
of the long-term patient. This role is perceived accurately by 
people in the community when they regard this type of institution 
as the accepted and customary place in which to maintain and treat 
a person with severe mental illness. In addition to the general fear 
and rejection of severely disturbed mental patients that strongly 
color the popular view of any institution specifically devoted to 
their treatment, the typical state hospital is characteristically for- 
bidding in appearance, with its large masses of patients whose 
daily lives are scheduled and ordered to fit into institutional rou- 
tines, its inadequacies and in such basic necessities as food and 
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clothing, and its custodial and repressive atmosphere expressed in 
restraint, seclusion rooms, barred doors and windows. These fea- 
tures dominate the lives and activities of patients and personnel 
alike, and it is understandable that students and practitioners as 
well as laymen often see the state mental hospital as more like a 
prison than a general hospital. 

The state-supported institution is required to accept as patients 
all legal residents who need in-service psychiatric treatment—both 
volunteers and the legally committed. A court officer or a police- 
man is the patient’s frequent escort, and often he is unaccom- 
panied by friends or family. Although the hospital is in a general 
state of readiness to receive and admit patients, it is not specifi- 
cally prepared for any particular individual. 

With this relative lack of control over admissions, the super- 
intendent of a state mental hospital has little room for adminis- 
trative maneuver. Anything that affects the incidence of mental 
illness or the probability that the mentally ill will come for treat- 
ment will have immediate consequences for the hospital admin- 
istrator and his staff, affecting the pressure for hospital beds and 
the composition of the patient population. The administrator’s 
- freedom to release patients to the community is often more appar- 
ent than real. For, whereas only he has the formal and legal 
authority to determine whether a patient has recovered sufficiently 
to be discharged, his judgment of the community’s receptiveness 
to ex-patients will enter into his decision. By and large, the patient 
is as little prepared for his return to the community as he was for 
entrance into the hospital. 

The state hospital is accountable to the political administration 
of the state. It is more likely than other hospitals to be subjected 
to and responsive to local political, social, and economic pressures. 
“Incidents” involving patients or ex-patients might cost an admin- 
istrator his job; or they may affect his budget or the hospital’s 
reputation. Easiest for him is to develop “safe’’ custodial programs 
of patient care and treatment that conduce to little risk of inci- 
dents. 

The state hospital has been used as a “dumping ground”’ for a 
variety of problem persons, particularly certain kinds of troubled 
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and troublesome individuals in the lowest socioeconomic classes. 
The presence of these “undesirable” persons, combined with the 
high proportions of aged and chronic patients, seems to be partic- © 
ularly conducive to the custodial and apathetic atmosphere that 
is so striking a feature of state hospitals, even of the better 
ones. Achieving perceptible “movement” in chronic patients or 
rehabilitating antisocial individuals requires a great deal more 
in time, energy, and skill than is necessary for equivalent results 
with less difficult cases. These resources are in such short supply 
that the objective of improvement tends to be forgotten and most 
patients who require maximum efforts to show improvement re- 
ceive at best the barest minimum of care. 

The state hospital is often described as a self-contained com- 
munity or subculture. It is often geographically isolated, and the 
attempt to provide for the total needs of its patient population 
primarily by its own intramural activities and resources causes it 
to become isolated from other institutions. This further accen- 
tuates the qualities of a mass organization, the atmosphere of 
apathy, and the repressive custodial orientation. These features 
comprise the major dimensions of the subculture, and through 
mutual reinforcement and the relative isolation from other social 
pressures they come to form a strong and change-resistant pattern. 

The ward is the primary center of the patient’s life. Because of 
the low salaries and undesirable working conditions, the attend- 
ants who preside over ward life are as a rule recruited from among 
the relatively uneducated and socially deprived or picked for their 
jobs by political patronage. It has been difficult to attract and 
retain stable and well-motivated ward personnel, and most de- 
scriptions of the ‘“‘attendant culture” stress its negative impact on 
patients.” In recent years, a number of research projects as well 
as many practitioners have focused attention on the ward with the 
intent of maximizing its therapeutic benefits.® 

Clearly state mental hospitals have not functioned primarily as 
active treatment centers. Ihe prevalent modes of treatment reflect 
the need for the mass processing of patients in the absence of suffi- 
cient numbers of skilled personnel for either refined diagnosis or 
intensive treatment. The favored therapy in the past had been 
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shock treatments of one sort or another. Recently group and mi- 
lieu therapies have been introduced as have the tranquilizers, 
with the latter replacing shock as the predominant treatment 
mode. 

It is extremely difficult to evaluate the effectiveness of treat- 
ment institutions or of different forms of therapy. Systematic and 
extensive research on these topics is still one of the necessary tasks 
of the future. What we do know is encouraging: The probability 
of the release of a mental patient within one year from admission 
to a typical state hospital is increasing (Kramer, et al., 1955). On 
the other hand, the probability of release in the second year of 
hospitalization has only increased slightly. Information gathered 
by the National Institute of Mental Health from nine states in the 
Model Reporting Area indicates that there is considerable vari- 
ation among states in the percentages of first admissions released 
within one year of hospitalization. An adequate explanation of 
variability in release rates undoubtedly will have to include, along 
with the direct psychological effects of specific treatments, such 
factors as family and community levels of tolerance and degrees of 
receptiveness. 


The Veterans Administration Mental Hospital 


While there are some exceptions, VA hospitals tend to be 
smaller than state-supported institutions. Many of them have been 
constructed since the end of World War II, and they often re- 
semble large general hospitals in architecture and interior decora- 
tion. 

The criteria for admission for treatment in a VA hospital— 
veteran’s status and a service-connected disability—result in a 
patient population very different in composition than that found 
in other psychiatric institutions. In the first place, almost all the 
patients are men whereas often in state hospitals about half the 
resident patients are women. Moreover, patients in a VA hospital 
come from a wide geographical area (they may reside in any part 
of the country) and a great range of communities. On the other 
hand, that they have all had military experience may impose other 
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elements of homogeneity—age, for example. It is becoming in- 
creasingly rare for a “fresh” case to appear at a VA hospital, and 
the population tends to consist more and more of chronic patients 
and “repeaters.” 

Average expenditures per patient in VA hospitals is twice that 
of the state hospital. The difference is registered in the quality of 
food, the physical surroundings, and the material and equipment 
available for patient activities. It is reflected also in the relatively 
high staff-to-patient ratios, not only with regard to physicians and 
nurses but also for others, such as clinical psychologists and social 
workers. The emphasis given to the work of members of the last 
two professional groups contributes markedly both to the general 
atmosphere and the specific features of VA hospitals and serves to 
distinguish them in important ways from hospitals under either 
state or private auspices. Usually there is considerably more re- 
search and more interest in it in VA hospitals than in state hos- 
pitals. This seems due in large part to the special interests and 
training of the psychologists and to the official definition of their 
work as including research. The relatively greater stress on the 
“psychiatric team” and on group therapy also appears to be re- 
lated to the more extensive and intensive use of psychologists. On 
the other hand, the special emphasis on aftercare programs and 
the concern about the outside world that one finds in VA hospitals 
both issue from interest of social workers, who take an active part 
in the hospital program. The presence of adult men who in nor- 
mal life would be working and the fact that there are funds to 
hire occupational and recreational therapists and vocational coun- 
selors are probably responsible for the greater interest in work 
programs and industrial therapy. 

The problem of “secondary gain,” that is, social or psychologi- 
cal benefit resulting indirectly from hospitalization, is important 
but not unique to VA hospitals. The decent living conditions 
maintained in these institutions and the veterans’ pensions for 
service-connected disability make the problem acute, since partial 
or complete recovery—as evidenced by discharge and rehabilita- 
tion—may result in the reduction or loss of the pension. Also, 
patients from lower socioeconomic classes may be returning to 
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situations that are far less comfortable than those found in the 
hospital. For these reasons, special efforts appear to be required 
to sustain the patients’ motivations for returning to the commu- 
nity. 

For a number of reasons—more funds, more professional per- 
sonnel, more research—VA hospitals have been rather receptive 
to new trends and new ideas and their programs suggest a greater 
willingness to experiment. The increasing homogeneity of the 
patient population in terms of age and chronicity and the im- 
proved competitive position of state institutions for recruiting and 
retaining professionals of high quality are problems that VA hos- 
pitals are beginning to face, and their future form and function- 
ing will depend in no small part on how these problems are 
resolved. 


The Small Private Mental Hospital 


The small private mental hospitals, especially those with na- 
tional reputations, are usually thought of as at the opposite pole 
from the average state mental hospital with regard to the quality 
‘of personnel and the intensiveness of treatment. In general, hos- 
pitals of this type are active treatment centers with rapid rates of 
patient turnover. Staff-to-patient ratios are much higher than in 
state hospitals, and this is particularly true of those professional 
groups on the staff that require specialized training, such as psy- 
chiatrists and registered nurses.* 

In addition to the obvious differences in socioeconomic status 
between persons who go for treatment to private hospitals and 
those who enter publicly-supported institutions, there are other 
important differences. For example, in every age group, women 
outnumber men as admissions to private hospitals whereas the 
reverse is true for state hospitals. There are also certain striking 
differences in diagnostic categories, for example, a much greater 
proportion of private hospital patients are diagnosed as psycho- 
neurotic rather than psychotic, and non-schizophrenic disorders 
(particularly depression) predominate among the psychoses. Some 
private hospitals, of course, screen out certain groups of patients, 
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such as chronic schizophrenic or agitated manic patients, or spe- 
cialize in certain groups, such as alcoholics. 

Patients are usually referred to these institutions by their pri- | 
vate physicians—general practitioners, psychiatrists, or other spe- 
cialists—in contrast to the state hospitals where the courts, social 
agencies, and the police predominate in referrals. (Hollings- 
head and Redlich, 1958, Chap. 6.) If the hospital draws on the 
local population, the private physician may have attending privi- 
leges, he will be kept informed of the course of treatment and his 
patient’s progress, and the patient will be returned to his care. 
Thus, as compared to the procedures of admission and release in 
state hospitals, so disturbing to both the patient and the institu- 
tion, the paths in and out of private hospitals follow the lines of 
organized treatment, namely, the hospital-physician system. The 
dependence of the hospital on community physicians means that 
the quality and the type of psychiatry practiced in it is consistent 
with what they will accept for their patients. Since financial diff- 
culties are endemic, this may further limit experimentation with 
new forms of treatment. 

For all these reasons the primary modes of treatment vary 
greatly from one hospital to another. With rare exceptions the 
physical medical model prevails; and other professional groups 
are viewed as ancillary to the physicians. As in the general hos- 
pital, the nurse-physician axis dominates in the organization and 
the program of treatment. Within this general orientation, em- 
phasis may be placed on some form of psychotherapy, on electric 
shock, or on drugs. 


The Psychiatric Section of the General Hospital 


Adequate historical data are lacking, but it is apparent that 
these hospitals in recent years have increased in importance as 
treatment institutions for the mentally ill, both in terms of the 
numbers of general hospitals now accepting such patients and the 
numbers of psychiatric admissions to them.® It is generally as- 
sumed that their importance will continue to increase. The recent 
tendency to include general hospital care for psychiatric illness in 
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standard health insurance plans, in particular, “major medical” 
policies, is likely to promote the development and the use of such 
facilities. 

Although some sections are housed in separate buildings and 
some units in large city hospitals contain as many as three to four 
hundred beds, the typical psychiatric unit consists of one or two 
small wards in a wing or part of a floor of the hospital. As its 
separation from the general hospital increases, administratively or 
geographically, it becomes more and more like a small private 
hospital. It is geared primarily to the active treatment of acute 
disorders and has a high rate of turnover with few patients re- 
maining for longer than a few weeks at a time. Sometimes the 
patients discharged are discharged directly to a state mental hos- 
pital for continued treatment. The psychiatric unit shares with 
the general hospital itself the property of serving the local com- 
munity and its practitioners. 

As with the private mental hospital, the medical team of physi- 
cian and nurse is the pivot of organization and treatment. ‘The 
whole system is geared to the rapid turnover of patients. These 
conditions, so different from those found in state and VA hos- 
-pitals, have not been such as to promote or stimulate interest in 
the newer social therapies. 

The brief descriptions in this chapter have been aimed at ac- 
quainting the reader with some significant features of the four 
modal types of psychiatric hospitals, which together treat almost 
all persons hospitalized for mental illness. We have suggested that 
these hospitals differ from each other in vital ways, such as the 
size and composition of their patient populations, the quality, 
training, and orientation of their staffs, and the nature of their 
relationships to their communities. These differences affect the 
interest in certain types of treatment programs and the possibili- 
ties of introducing them. In particular, they may hinder or facili- 
tate the development of programs that emphasize increasing the 
number and kinds of relationships undertaken with patients. 

Many of the trends and programs that we shall discuss involve 
attempts to increase the range and type of staff-patient interaction. 
It is important to recognize that some of the new developments in 
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care and treatment come from the teaching and research hospitals, 
some of which are small psychiatric institutes while many are 
sections of general hospitals. Although they usually are connected — 
with departments of psychiatry of university medical schools, many 
receive substantial public support from municipal, state, or fed- 
eral funds. Their importance is considerably greater than might 
be judged from the small numbers of patients they treat. 

Their special role may be largely due to the fact that, while 
the majority of psychiatrists trained since 1945 have entered 
private practice, many who have chosen a career in hospital psy- 
chiatry have been trained in these teaching hospitals, and their 
attitudes, theories, and orientation toward practice have been 
formed there. In addition, because of their training and research 
functions, these hospitals are infused with a spirit of inquiry and 
experimentation. Innovations in patient care are much more likely 
to emerge in these settings than in others. These new programs 
then spread to other institutions through published reports or are 
carried by the graduating psychiatrists who take their ideas with 
them to their new jobs. 


Chapter 9 


Individualizing Care and Treatment 


Probably most, if not all practitioners would accept Bruno Bettel- 
heim’s objectives: “We try as far as humanly possible, to gear all 
efforts to the specific requirements of each child, to the peculiari- 
ties presented by his individual disturbance and emerging person- 
ality. We try to meet . . . his needs of the particular moment, 
situation, and personal relation” (1955, p. 3). Although psychia- 
trists see the individualizing of care as a desirable policy, it poses 
a number of problems. 

An essential principle of good medical practice in the hospital 
treatment of the mentally ill is that the physician know his patient 
and the nature of his illness. This is particularly important in the 
psychoses, where variations in symptoms and responses to treat- 
‘ment may be found among patients with the same diagnosis. But 
to carry this principle into practice involves overcoming obstacles 
in the current organization and functioning of our state hospitals. 

There is, for one thing, the split between public and private 
medicine. The vast majority of our mental patients are in public 
institutions, where many of the values that govern physician- 
patient relationships in private practice are not appropriate. The 
patient, for example, is not free to choose his own physician; re- 
sponsibility for treatment may be spread among several rather 
than concentrated in one physician; and the physician is an em- 
ployee of the institution as well as the patient’s therapist. In addi- 
tion, if the patient was in treatment prior to admission, his private 
practitioner ordinarily loses responsibility for him as soon as he 
enters the public hospital. 

Perhaps a more important obstacle to providing individualized 
care is that our institutions for mental patients are “total institu- 
tions,” whose characteristic is “the handling of many human needs 
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by the bureaucratic organization of whole blocks of people” (Goff- 
man, 1958, p. 45). The total institution is all-encompassing: it 
attempts to manage and regulate all of the activities of its mem- — 
bers. Naturally, the work of the staff is easiest if all patients are 
treated alike; but ordinarily patients are divided into a few cate- 
gories—such as chronic or acute, psychotic or nonpsychotic, dis- 
turbed or quiet, bedridden or ambulatory—and grouped and 
managed on the basis of these categories. Too often patients are 
dealt with as if they lacked individual identities; they become 
anonymous without special features or personal histories and are 
treated impersonally and by general routines. In many institu- 
tions their vast plants and populations and their small staffs and 
prescribed functions of custody and control make the disposition 
to the uniform treatment of patients well nigh inevitable. 

The efforts to individualize care aim at counteracting these 
tendencies. The increase in the power and the frequency of at- 
tacks on de-individualizing institutional practices seems to be re- 
lated to rising professional standards and expectations. And the 
hope of improving the situation is more realistic in view of in- 
creases in funds and personnel. In other words, the first signs of 
progress raised hopes and aspirations for the future and led to more 
dissatisfaction with things as they are. 

Individualized care is not in itself a specific treatment in the 
same way as are drugs or electric shock. Rather, in care, treatment, 
and management, responsiveness to the patient’s unique needs and 
desires is made an essential part of all relationships. The organic- 
somatic modes of treatment may be used as one form of individ- 
ualized treatment on a large scale, since drugs or shock can be 
varied from patient to patient and prescriptions can be changed 
rapidly with changes in the patient’s state. However, it cannot be 
assumed that these are specific treatments for specific mental ill- 
nesses. Unfortunately, most available forms of treatment are not 
specific in this sense. Indeed, they are often no more than random 
or routine procedures undertaken in the absence of anything 
better suited to the particular patient. 

Responsiveness to a unique pattern of needs does not mean that _ 
each patient is always dealt with differently from all other patients _ 


Individualizing Care and Treatment 113 


—while patients differ, they are also alike in many respects, shar- 
ing many general human needs as well as specific symptoms of 
illness. Individualization does mean that the decisions for treat- 
ment are based on an assessment of the patient’s specific needs and 
not on his needs in general. Since time and circumstance change 
specific needs, the individualized treatment plan must undergo 
review and revision in relation to the patient’s progress. 

Individualization of care requires that the needs of patients 
should be looked at singly and in detail with the person and his 
particular needs at the center of focus; this does not mean that 
treatment must be individualized in all areas of the patient’s life, 
but rather in those areas that are salient for his illness. In any case, 
full-fledged individualization requires institutional arrangements 
that are rarely found in our mental hospitals. 


Forms of Individualizing Care 


Programs of individualization fall into two broad classes. The 
first consists of changes in the administrative and ecological organ- 
ization of the hospital so as to eliminate some of the features of 
‘the custodial and “total” institution. The second consists of the 
procedures and techniques introduced as specific ways of individ- 
ualizing care and treatment. 


PRECONDITIONS FOR INDIVIDUALIZATION 


The sheer mathematics of staff-patient ratios in large mental 
hospitals makes it impossible for the professional staff to spend 
much time with other than a select few patients. Most patients 
rarely talk with a physician as often as once a month, and, when 
they do, he probably has little knowledge of the patients’ specific 
needs. Many patients rarely have as much as five minutes’ conver- 
sation a week with nursing service personnel. 

Physicians and nurses often have to occupy themselves with 
“high level’ administrative matters and with the development of 
routines, procedures, and standards. ‘The head of a typical psychi- 
atric service may be responsible for between five hundred and one 
thousand patients—an impossible assignment of responsibility if 


114 ‘The In-patient System 


the individual patient is to be dealt with in a therapeutically 
meaningful way. Decisions about a patient are made from a dis- 
tance and are based not on a first-hand familiarity with the pa- - 
tient’s needs but on an abstract image of the patient combined 
with a preoccupation with the institution’s needs and problems. 
A number of observers and practitioners argue that there must 
be some fundamental changes in administrative patterning and 
expectation for there to be any progress toward therapeutic 
goals. 

We shall discuss four measures that can be applied to alter the 
mass and custodial features of mental hospitals: reducing the 
size of the hospital; eliminating homogeneous wards and services; 
establishing direct contact between the patient and his responsible 
physician; and providing more depth and range in the relation- 
ships between patients and personnel. 

Reducing the Size of the Hospital. Attacks on the vast size of 
our large state hospitals are neither new nor rare: for many years 
their hugeness has been condemned as untherapeutic and obso- 
lete. Sometimes their size has been defended as necessary, eco- 
nomical, or efficient, but rarely as desirable therapeutically. Yet 
it is in these massive institutions that the overwhelming majority 
of our resident psychiatric population is housed. As a matter of 
fact, many of the newer hospitals are as large as their predecessors, 
and many of the new facilities and buildings have been erected 
not on new sites but as additions to existing institutions, making 
them still larger. 

The larger hospitals will not simply vanish, and, while they 
exist, they will continue to be used. Faced with this obdurate fact, 
some superintendents have tried to divide their large institutions 
into smaller, relatively autonomous units; that is, they make four 
or five hospitals out of one. This is not the same as the traditional 
division of the hospital into a number of services—male and fe- 
male, acute and chronic, and so forth. Rather, ideally, each unit 
is made into a complete hospital with a full range of facilities, all 
types of patients, full control over admission and discharge prac- 
tices and policies, and complete authority over its own programs 
of treatment and forms of ward organization. A similar develop: 
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ment in the field of industrial organization has been given the 
name “decentralization.” 

Breaking the hospital into smaller units is expected to increase 
staff-to-staff as well as staff-to-patient interaction. Personnel should 
be able to reach the patient more easily and become acquainted 
with him and his needs. In addition, the increased intimacy among 
staff personnel is assumed to foster a higher level of morale and 
group cohesiveness, making it possible for each subhospital to 
develop its own identity and a corresponding esprit de corps. 
This, it is believed, will lead to more individualized and more 
personalized relationships with patients—adding further to the 
initial effects. 

Decentralization is a compromise: the subhospitals are still 
linked together—territorially, legally, and administratively at the 
upper levels, and often functionally through the joint use of certain 
facilities that it would be extravagant to duplicate. This degree 
of connectedness leads to dilemmas that would presumably not 
arise if the hospitals were completely separate and autonomous. 
Primarily, these involve the coordination of policies and compe- 
tition for resources. What is to be done, for example, if the admin- 
. istrator of one of the units wishes to run his unit as an open 
hospital but the other administrators do not want it for their own 
units. If autonomy in such decisions is to be preserved, then there 
must be institutional means for managing and resolving the con- 
flicts it engenders. Another example: if one subhospital has a 
much higher rate of release than the others, should its proportion 
of total admissions be increased or should it be permitted to pro- 
gress naturally toward relatively smaller size and a consequently 
better staff-to-patient ratio? 

Eliminating Homogeneous Wards and Services. Most mental 
hospitals maintain two main organizations: one devoted to the 
treatment of newly admitted patients in acute phases of illness; 
the other to chronic patients. The general flow of patients is from 
the acute to the chronic service; the reverse is rare. On the chronic 
service an atmosphere of hopelessness prevails, patients are for- 
gotten, and their lives revolve around the institution, not the 
outside world. 
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Practitioners have long recognized the unfortunate consequence 
of the chronic-acute division of the hospital, not only for the neg- 
lected chronic patients but for the atmosphere and programs of » 
the hospital as a whole. The stereotyped view of the patients as 
hopelessly ill and not quite human tends to spread beyond the 
chronic wards and pervades the entire hospital. To avoid the con- 
sequent social and psychological crippling of patients, some hos- 
pitals have tried to eliminate the division into chronic and acute 
services. 

It is hoped that the presence together of patients in various 
stages of recovery, with various types and degrees of disturbance, 
and the continual flow of patients out of the ward as well as into 
it would encourage personnel to be sensitive to the possibilities 
of positive change in the patients. Further, the elimination of the 
stagnant atmosphere of the chronic unit would provide an oppor- 
tunity for many patients who are prisoners of their past histories 
to escape from illness-maintaining stereotypes. 

The attack on the chronic-acute distinction is only the most 
prominent example of a more general movement toward hetero- 
geneity of wards and services. Patients are frequently segregated 
according to sex, age, legal status, prognosis, and risk to others or 
self, but this may not conduce to their welfare. Often architec- 
tural holdovers from the past prevent as much mixing of patients 
as practitioners desire, for, unless there are private rooms or bays 
for small groups, it is difficult to have mixed wards of men and 
women. The rationale for general heterogeneity, as that for mix- 
ing the chronic and acute, is to combat the tendencies to respond 
to all patients according to group stereotypes and to facilitate self- 
fulfilling prophecies in which one’s expectations bring about the 
condition anticipated. It is assumed heterogeneous wards will re- 
duce the probability that such stereotypes and expectations will 
become stabilized and that, since these wards more closely approx- 
imate the outside world, they will promote the patient’s eventual 
adjustment to it. 

Eliminating homogeneous wards and services involves the ne- 
cessity for resisting the persistent pressure of personnel to assign 
to each of the wards a distinct patient population. This pressure 
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develops for the same reasons that lay behind the original distinc- 
tions. First, homogeneous wards make for easier housekeeping and 
administration. Women’s requirements differ from men’s regard- 
ing clothing and personal toilet facilities; adolescents and young 
adults differ from senile patients as to space and recreational re- 
quirements. If mixing patients is to increase their chances for 
receiving individualized care, then personnel must develop more 
flexible routines and must have access to a wider range of facilities 
and services. Second, there is often the feeling among the patients 
as well as personnel that the former prefer to be with others like 
themselves. If the entire hospital has six adolescent boys, the argu- 
ment runs, wouldn’t it be better for them if they were all on the 
same ward? Many of the “better” patients do not want to be on 
the same wards with the very sick or acutely disturbed. As a matter 
of fact, we know little about the adverse effects of the sicker pa- 
tients—if they are adverse—but we usually assume that the “bet- 
ter’ patients will have favorable effects on the others. 

But, as it happens, patients do tend to form groups along lines 
of common interests or traits, different from the organization’s 
rules and classifications. If the tendency to restore homogeneity 
1s to be resisted, living units will have to be large enough to allow 
for “pockets of homogeneity” within a unit that is heterogeneous. 
The desideratum is that these pockets do not persist in an un- 
therapeutic stable form and that none become so dominant and 
all-encompassing as to lead to a new stereotyping of the unit. 

On the other hand, there are practitioners who believe that one 
way to begin individualizing care is to develop separate facilities 
for different age and diagnostic categories of patients. Thus, some 
institutions are being built to house, for example, geriatric pa- 
tients or alcoholics, it being assumed that they have peculiar needs 
that can best be met when they are together. However, it is an 
open question whether all this is primarily for administrative 
convenience and ease of handling or designed to meet the individ- 
ual needs of particular patients. 

Establishing Direct Contact between the Patient and His Re- 
sponsible Physician. In a state hospital the psychiatrist is usually 
responsible for an entire service consisting of a number of wards, 
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but, with hundreds of patients in his charge, it is impossible for 
him to know them in any intimate or detailed way. Usually he has 
no administrative help beyond a secretary, and sometimes not | 
even that. The legal questions surrounding the admission, deten- 
tion, and release of patients necessitate a great deal of paperwork 
to which he must attend; indeed, he is forced into more and more 
administrative work that removes him still further from his pa- 
tients. In consequence, he has to depend on intermediaries for 
information in drawing up his plans of treatment, since his own 
brief contacts usually occur in contexts where he can gain little 
knowledge of the patients for himself. So he must rely on ward 
personnel to transmit accurate information. But they may have 
motives other than the simple wish to present a valid picture to 
the psychiatrist of a patient’s status and needs. Further, the 
patient would have to learn to communicate about himself in a 
manner easily and readily understood and transmitted to the psy- 
chiatrist; obviously an expectation difficult, if not impossible, to 
fulfill. 

This problem persists because of the shortage of hospital psychi- 
atrists. No effort whatever to bring physician and patient into 
closer contact can be successful if there is a ratio of four hundred 
patients to one psychiatrist. On the other hand, even in hospitals 
with a more adequate number of psychiatrists or psychiatric resi- 
dents, the difficulty in establishing direct contact between physi- 
cian and patient is perpetuated by traditional styles of coverage 
and assignment. The problems of dealing with intermediaries is 
compounded by the fact that there are so many nurses and attend- 
ants with whom the physician must interact and that the ward 
subcultures vary among themselves, so that the information he 
receives about patients may reflect these personnel and ward dif- 
ferences rather than differences among patients. 

In order to bring the psychiatrist back to observing, assessing, 
and planning directly for individual patients, some practitioners 
urge that psychiatrists or psychiatric residents become ward lead- 
ers Or managers: the ward is to become the unit of administrative 
responsibility with planning of treatment for all patients to be 
carried out by the psychiatrist attached to it. This is often com- 
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bined with the form previously described, that of developing het- 
erogeneous wards. Under these circumstances the psychiatrist 
would be in much closer contact with ward personnel as well as 
with patients. In general, this gives rise to a new and more active 
supervisory role. 

As a ward manager he may function not only in a clinical capac- 
ity with patients but also in organizing ward activities and in en- 
couraging nursing personnel to develop individualized relation- 
ships with patients. Through becoming responsible for a more 
manageable administrative unit, the physician should be able to 
see his patients’ illnesses more specifically and fully. In addition, 
his presence and his evident interest in individualizing care may 
serve as a model for personnel. 

While from certain points of view all this has obvious advan- 
tages, there is a great deal of resistance to it, even in institutions 
where the numbers of available psychiatrists might easily allow for 
it. ‘Io understand the reason for this resistance, one must recall 
that the absence of the doctor from the scene has permitted a ward 
culture to develop that is dominated by nursing service personnel. 
They have been in actual charge of the patients’ daily lives, and 
_the physician’s new functions would interfere with this estab- 
lished pattern. Furthermore, they have taken their intermediary 
function very seriously, perceiving themselves as protecting the 
doctor from exploitation by patients. For example, in one hos- 
pital, when we asked ward personnel what would happen if the 
doctor’s office was on the ward, the response was: ““He’d never 
get his work done. The patients would be bothering him all the 
time.” The active presence of the doctor, of course, eliminates this 
protective function. Supervisory nurses and ward personnel often 
interpret the return of the doctor to the ward as a sign that they 
have failed in some way and as a threat to the existing system of 
relationships among themselves and with patients. And, of course, 
the move closer to the ward is also a threat to the physician, since 
it does remove the buffers between him and the patients. 

Finally, this development seems to assume that physicians, be- 
cause of their medical training, are equipped to manage the com- 
plex systems of social relationships that constitute the ward. Suc- 
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cessful administration of these units requires competence in social 
and group dynamics as well as in individual dynamics, and so 
additional training becomes necessary. The increased contact may 
increase disagreements between the physician and the nursing 
service personnel, disagreements which can no longer be ignored 
or pushed into the background but must be lived with day-by-day. 
Often the nursing supervisory staff is still oriented toward cus- 
todial-control values, and ward personnel and patients are caught 
in the conflict between supervisors and the ward physician who 
comes to his task oriented toward the individualization of pa- 
tients. ‘Thus, additional training also may be required for the 
supervisory staff, too, so that they and their subordinates can be- 
come active and willing agents of individualization. 

Facilitating the Range of Relationships between Patients and 
Personnel. Ordinarily, the care and treatment of a hospitalized 
patient is divided among a number of different specialties and 
departments, each responsible for helping him at different times, 
in different places, and in different ways. Even where there is a 
comprehensive plan of treatment, there is seldom adequate co- 
ordination, and the patient is subjected to a disjointed and frag- 
mented pattern of help. In addition, this traditional division of 
labor makes it difficult for personnel to focus on individuals as 
“whole” persons and so interferes with the possibility of individ- 
ualizing care. 

An attempt at reorganization to deal with this problem in a 
small residential treatment center for children (Henry, 1957) is 
described as “simple undifferentiated subordination,” which 
means that the task of treating the patient is not divided up 
among a number of different specialties but that the total care of 
the patient is the responsibility of a single “‘counselor.” The latter 
is given intensive supervision by the director of the institution 
and is assigned to individual patients and not to a ward or a spe- 
cific treatment or activity. The institution is so organized as to 
reduce the distance between patients and staff and to facilitate 
direct, continuous, and varied relationships and interaction be- 
tween particular workers and particular patients. 

Whereas the exact number of patients that a counselor may 
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work with effectively is not known, it cannot be large, and there 
simply are not enough personnel in state hospitals to permit ex- 
tensive ‘simple, undifferentiated” relationships. However, pro- 
grams now in operation in many hospitals, but on a much reduced 
scale, foster similar types of relationships in assigning someone to 
a patient for a particular period of time or a specified sequence 
of activities. Often in a crisis the patient is given a “general 
helper.” For example, another patient may be assigned to help 
a new one through the stress of admission and initial adjustment 
to the hospital; a student nurse may take a patient as a “project” 
and stay with him during her entire tour of duty; a volunteer may 
be assigned to particular patients rather than to a particular hos- 
pital service; a nurse may “special” a patient during acute depres- 
sion or disturbance; or an attendant may be assigned to interact 
with six patients as his special group. All these rather special and 
limited activities provide more depth, range, and continuity to 
relationships between patients and personnel than is usual. 
These and other programs designed to individualize care by 
increasing the depth and range of personnel-patient relationships 
differ from other developments described in this section in their 
. direct emphasis on the nature of the relationship itself. In the 
forms described earlier—reducing hospital size, creating hetero- 
geneous wards, decreasing distance between patient and physician 
—the relationship entered into with the patient is not defined by 
the administrative change itself. But the form discussed here re- 
quires, as a defining feature, a high level of direct involvement 
with patients. While problems that result from administrative 
demands to increase the intensity of involvement with patients 
arise fairly frequently in all programs of individualization, they 
are particularly common here. In general, it is easier for attend- 
ants, who are relatively untrained and often inadequately moti- 
vated for the proper psychiatric treatment of patients, to restrict 
the range and intensity of their contacts with patients, for, while 
increased involvement with patients can be potentially more re- 
warding and satisfying than the more restricted and impersonal 
relations that are now prevalent, it is likely at first to precipitate 
anxiety, frustration, and discouragement. Working closely with 
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mental patients is hard work, the more closely the harder. The 
prerequisites of maintaining these intense contacts on a continu- 
ing basis are institutional arrangements to give continuous sup- 
port and direct supervision to the personnel. 


SPECIFIC PROCEDURES 


In this section we shall discuss some specific techniques and 
procedures of individualizing care in hospital programs in three 
broad groups: those with a primary focus on the patient—aimed 
at encouraging him to express himself as an individual; those seek- 
ing to increase the staff’s responsiveness to the patient’s needs; 
and, finally, those centered on the relationship with the patient 
and bringing out the specifically therapeutic qualita: of individ- 
ualized relationships. 

Fostering the Expression of the Patient’s Individuality. Recent 
studies of the social structure and culture of the state mental hos- 
pital reveal that the hospital provides less opportunity for the 
development and expression of individuality than do even the 
most restricted sections of outside society.1 The patient’s proper 
role is narrowly defined, and rigid rules govern all his personal 
relationships. Even his psychotic behavior must be expressed 
through narrowly circumscribed channels, and the hospital’s re- 
sponse to deviance from its own norms is often swifter and as 
punitive as is found in the nonhospital world. 

In what ways, if any, are patients being helped through being 
encouraged to act spontaneously? Presumably, they thereby gain 
satisfaction and useful insights into themselves and learn to deal 
constructively in their own terms with their problems. 

Traditional avenues for fostering the expression of the patient’s 
individuality are the ancillary therapies found in some form in most 
mental hospitals—occupational therapy, music therapy, recrea- 
tional therapy, bibliotherapy, and so forth. With the explicit aim 
of individualizing care and treatment, the patient may be given a 
plastic medium and told he may make with it anything he wishes. 
Neither usefulness nor excellence enter in, the objective being 
to help him find ways of expressing himself through the medium. 
His productions may be used both diagnostically and therapeuti- 
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cally; for example, the finger-paintings, drawings, or clay figures 
may be used as clues to his illness and his progress. In one small 
private hospital these activities emphasize ‘‘creative’’ expression. 
Instead of trained occupational therapists, the institution hired a 
painter and a ceramicist and utilized the talents of a modern 
dancer and a novelist. The aim was not merely to pass time more 
pleasantly or to express impulses more freely but to discover un- 
known talents and desires and to develop deep and continuing 
interests in creative work. 

Many programs appear based on the assumption that self- 
expression requires one-to-one relationships between therapists 
and patients or even situations where the patient works by him- 
self. This seems unnecessarily restrictive. People can and do ex- 
press themselves in groups and develop as individuals through 
their participation in group processes, though our knowledge of 
the integration of group and individual dynamics is lamentably 
slight. Our ignorance and the scarcity of group practitioners may 
in part account for the limited development of group-oriented 
programs to foster the expression of individuality. 

We found a few instances in which patient discussion groups 
. or work meetings are in part oriented toward individualization: 
one of them is called Remotivation Group Therapy. Patients meet 
regularly in groups of ten to twenty under the leadership of a 
ward attendant trained as a group leader. Using poetry as a stim- 
ulus, the patients are encouraged to talk about themselves, their 
interests and plans, and, in general, to exchange opinions among 
themselves. In other group programs the patients participate in 
decisions about many aspects of their lives in the hospital and 
even, in some instances, about their release from it. (For a discus- 
sion of patient participation in decision making see Chapter 11.) 

In social groups to encourage the expression and development 
of individuality, group norms and processes are sometimes de- 
veloped that grant the patient a considerable degree of autonomy 
and independence. In these situations, his opinions are actively 
elicited; he takes responsibility for and makes judgments about 
issues that affect others; he sees his own ideas accepted or chal- 
lenged; he recognizes their consequences for himself and others; 
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and, generally, he is able to see himself as someone who counts and 
whose opinions on important issues are taken seriously. The gen- 
eral assumption is that in a supportive group atmosphere he can 
discover, explore, and test out his own unique qualities. 

Some recurrent difficulties shared by all programs arise in the 
fact that they all require personnel to encourage patients in the 
full and free expression of their needs. Staff members are asked 
not only to allow the patient to “be himself,” but they must 
actively urge him toward freer expression of his impulses, an 
injunction directly counter to the traditional emphasis on control. 
Many patients, too, may be as frightened of relative permissive- 
ness as personnel, and, inevitably, various protective mechanisms 
come into play, which may subvert the original intention of “free 
expression.” ‘This occurs, for example, if the therapists or group 
leaders select for participation in the program only patients who 
“know how to behave properly.’ Another problem is that norms 
of group life may develop that turn out to inhibit patient free 
expression, and these too must be recognized and dealt with. 

Increasing Personnel Responsiveness to Patients. Almost all 
progressive developments in modern hospital practice aim in part 
at sensitizing therapists and personnel to the particular needs of 
particular patients in particular situations. We will present several 
specific programs that have this as a goal and that emphasize 
important points in the career of the hospital patient—admission, 
diagnosis, treatment, and discharge. 

Admission to the mental hospital is all too often a humiliating 
experience, reinforcing the patient’s low self-esteem. In an atmos- 
phere of impersonality and indifference, he waits for attention. 
He is stripped of clothes, spectacles, money, watches, wedding 
rings. He is put in a shower. He is given a perfunctory exami- 
nation and is probably not told where he is and why and what 
will be done to and for him and why. 

Aware of the shock and pain occasioned by these first experi- 
ences, one teaching hospital arranges for the patient to be greeted 
on admission by a team: the attending psychiatrist, the social 
worker, and the nurse or attendant of the ward to which he will 
be assigned. In addition to lessening the trauma of admission, the 
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procedure has the advantage of giving the staff members a joint 
experience with the patient, which permits them later to work 
out a more comprehensive and individualized plan of treatment 
than is usually possible. Moreover, a team representative makes 
the patient’s acquaintance immediately and then introduces him 
to other personnel and patients on the ward. 

In a small private hospital, where a great deal of emphasis 1s 
placed on finding alternatives to hospitalization, admission 1s 
looked upon as a crisis that offers maximum opportunity for exert- 
ing therapeutic leverage on the patient and his family. Instead of 
taking the admission for granted, it is used as an exploratory 
opportunity to see if hospitalization is really necessary. 

In each instance, the attempt to individualize care consists of 
finding out about the patient’s unique problems, respecting his 
need to be oriented, trying to allay his anxiety about the admis- 
sion, and showing the patient that the hospital personnel recog- 
nize how important the admission experience is to him. 

The diagnostic process may in itself be a form of individualiza- 
tion, for it implies that different mental illnesses require different 
forms of treatment. Unfortunately, conventional state hospital 
. diagnostic practice tends to underemphasize the fact that systems 
of psychiatric nosology are only approximate descriptions and that 
most concrete cases present “mixed” pictures. In practice, diag- 
nosis tends to change from understanding the patient to “fitting” 
the patient into the right slot, that is, it is made a substitute for 
rather than an aid to a full understanding of the patient. In addi- 
tion, standard practice in the state mental hospitals assigns the 
task of preparing a preliminary diagnosis to the most inexperi- 
enced members of the staff. 

The procedures of diagnostic staff conferences vary from hos- 
pital to hospital. Their primary object is a final diagnosis that 
corresponds to one of the official categories and can be recorded 
in the patient’s folder in the language of scientific psychiatry. In 
some instances, the clinical director makes the final decision, 
sometimes minority opinions are recorded, and in one instance 
we observed a democratic vote being taken among those present, 
the plurality decision being the final diagnosis. Often the diag- 
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nostic conference is the arena for working out staff hostilities and 
struggles for power rather than a forum for exchanging informa- 
tion and reaching a deeper and more comprehensive understand- 
ing of the patient. 

Proposals for improving the diagnostic process to allow for 
greater individualization usually require the utilization of a wider 
and more varied range of information and a dynamic assessment 
of the patient’s functioning, not the static categories of descriptive 
psychiatry. As to the first, the “new” information often concerns 
the patient’s daily life in the hospital or his total life situation in 
the outside world. Collecting and interpreting these additional 
kinds of information require that in addition to the psychiatrist, 
others become more involved than previously, since the psychi- 
atrist normally has neither the necessary time nor the special com- 
petence for this. Thus, social workers, nurses, ward attendants, 
and ancillary therapists take on a more active role that is likely to 
have secondary favorable effects on their own efforts at individual- 
ization. As to the second improvement, to the extent that dynamic 
formulations, in contrast to static diagnoses, require continuous 
assessment and review of the patient’s status and progress, the 
treatment emphasis moves sharply in the direction of individual- 
ized planning. 

The assumption underlying diagnostic activity is that there are 
specific treatments and approaches to the patient that are more 
appropriate for certain illnesses than others. This is particularly 
evident in the use of the “interaction prescription” as a way of 
individualizing care and treatment. As the term implies, it is a 
definition of the way in which personnel should interact with 
patients, especially what are the proper attitudes to convey to him. 
The basic tools are management devices through which the pa- 
tient is to be encouraged or discouraged from expressing certain 
feelings and behaviors. He is approached through one of a set of 
fundamental attitudes that vary in firmness, kindliness, activity, 
and so forth. 

Whereas in the interaction prescription, personnel direct their 
attention to the underlying psychodynamics of the individual 
case, in a residential treatment center for children, where impor- 
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tance is also attached to individualized treatment, the focus is on 
the dynamics of the immediate situation. In “‘life space therapy” 
personnel move directly into a crisis or problem situation and try, 
on the spot, to discuss and work through with the patient the 
dynamics of his immediate difficulties. The personnel thereby 
become sensitively attuned to situational cues that produce marked 
differences in the patient’s behavior, and, by noting changes in 
his responses, they are able to evaluate his current emotional state 
as well as his progress and to respond accordingly. 

Until very recently little attention was given to the social and 
psychological dynamics of leaving the hospital. In the large ma- 
jority of instances neither the patient, the hospital staff, nor sig- 
nificant persons outside are given advance notice of a patient’s 
release. Often the process is quite impersonal: the patient is simply 
informed of the physician’s decision—a decision based frequently 
on a brief contact during the rapid tour of the wards. 

Various attempts have been made to prepare the patient and 
his family in advance for the homecoming. One attempt to indi- 
vidualize discharge is through the use of psychodrama: patients 
about to be discharged are prepared for some of the roles they 
_ will have to perform by acting them out and living through them 
in a group situation. Individualization is achieved by selecting 
those predicaments and problems that are salient for particular 
patients and helping them cope with them through the simulated 
situations. 

All of the attempts to individualize care discussed in this section 
are concerned with increasing the sensitivity of personnel to the 
expression of patient needs so that they can respond in a more 
differentiated way. The interaction prescription requires translat- 
ing diagnoses and evaluations into specific approaches so that the 
treatment the patient receives accords with its objectives. The 
prescribed treatments require certain qualities and characteristics 
of the interpersonal and ward relationships, and some ward per- 
sonnel may find it difficult to “produce” the specified feelings and 
attitudes at the time and place required and with the designated 
patient. 

Some modes of individualization encourage nursing personnel 
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to be spontaneous with patients and to use their judgment and 
intuition—as in life space therapy. But then a problem arises in 
the wide range of choices in treating patients and in the assign- 
ment of responsibility for the decision to the person closest to the 
situation. Where there is a general injunction, as in the inter- 
action prescription, to be “kind but firm,” then the nurse or 
attendant does not have the responsibility of choosing among 
alternatives without knowing the probable consequences of each. 
When standard and definite ways of dealing with patients are 
removed, personnel are thrown more on their own resources and 
this commonly increases insecurity and anxiety. The probability 
of overinvolvement with patients also arises, a pervasive problem 
in all treatment but especially acute in these programs. 

‘The burdens of choice and of involvement are heavy ones. ‘The 
success of programs for individualizing care seems to depend on 
the concomitant individualization of administrative and super- 
visory relationships with personnel. Staff needs and capacities vary 
in the same way as those of patients. The conditions of work must 
be made flexible enough to provide personnel with appropriate 
reward, support, and satisfaction so that the extra demands do not 
overwhelm them. 

Maximizing the Therapeutic Functions of Individualized Rela- 
tionships. The most complex and demanding forms of individual- 
izing treatment are the various psychotherapies—both group and 
individual. ‘These may be distinguished from other programs we 
have discussed in that the emphasis is primarily on the relation- 
ships developed among the patients as group members or between 
the patients and the therapist. Therapy consists in exploring the 
personal significance of these relationships and in helping the 
patient to enter into and manage them with less anxiety, conflict, 
and discomfort than hitherto, the specific methods varying be- 
tween the various schools of psychotherapy. 

Although individual psychotherapy has become less rare in re- 
cent years in the large state hospitals, the number of trained per- 
sons who are currently available or likely to become so for this 
intensive work is totally inadequate to the needs. It is common 
for the psychiatrist or other therapist to have less than ten minutes 
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a week for each of the patients for whom he is formally respon- 
sible. This, combined with prevalent notions of “‘proper’’ psycho- 
therapy leads to the restriction of this form of treatment to an 
extremely limited and highly selected group of patients. If indi- 
vidual psychotherapy is to have real impact on the large popula- 
tion of mental patients, ways must be found to apply its principles 
and techniques on a large scale. 

Solutions usually involve introducing greater flexibility into the 
traditional arrangements for individual psychotherapy. The easi- 
est solution of all is to reduce the amount of time spent with the 
patient. Thus, in one institution the therapists have experimented 
with fifteen-minute sessions instead of the usual fifty minutes, or 
sessions may be scheduled weekly or biweekly instead of daily. 
Another solution is to allow less well-trained individuals to engage 
in psychotherapy with certain types of patients under specified 
conditions. In other words, it is assumed that the experienced 
psychiatrist, “over-trained” for certain cases, should be reserved 
for those requiring his high level of competence. Of course, thera- 
pists might be trained to specialize in certain kinds of cases to 
permit much greater efficiency in treatment. All these proposals 
_ tend to dilute the traditional pattern of individual psychotherapy 
while preserving some of its principles. 

Group psychotherapy has a long history in mental hospitals and 
appears in as many different forms as does individual psycho- 
therapy. Nevertheless, it is not usually thought of as a method of 
individualizing patient care and treatment; more often it is viewed 
as a poor substitute for individual treatment occasioned by the 
press of numbers. In one large state hospital, however, group situ- 
ations are being used explicitly to individualize patient care. The 
patients on a ward are divided into groups of six, each with a 
specific nurse or attendant as a leader. In essence, activities are 
programmed for the group as a unit; there are regular group 
meetings, and interaction between patients within each group is 
actively encouraged. It is assumed that a group identity will 
hereby be established, that patients will enter into various rela- 
tionships with others of the group, and that getting to know the 
patients better because of the greater intimacy and intensity of 
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their relationships will permit personnel to individualize care to 
a greater extent than under the ordinary conditions of ward life. 

In addition to an emphasis on the therapeutic value of particu- 
lar relationships, there is additional interest in the potential value 
of a variety of relationships. In two small institutions observed, 
personnel from all levels and divisions of the hospital—in mainte- 
nance and clerical departments as well as the clinical services— 
are encouraged to interact with and establish relationships with 
patients. No attempt is made to assimilate these relationships in 
some standard therapeutic model; but rather they are allowed to 
develop according to the personal and social requirements of the 
situation. This is in contrast to the individual psychotherapeutic 
model, where the patient’s interaction with others might be viewed 
as an unwelcome interference. An issue that has heretofore re- 
ceived little attention has to do with the impact of other relation- 
ships on the one relationship that has been singled out as thera- 
peutically significant. 


Discussion 


Although they are diverse in form and focus, programs of indi- 
vidualization are all aimed essentially at establishing the patient 
and his needs in the dominant position in the institution. The 
basic intent of this trend is to make the patient’s needs, rather 
than the staff’s convenience or administrative requirements, pri- 
mary in determining how the hospital functions. But some of the 
difficulties in carrying out this goal seem to be related to the fuzzi- 
ness and vagueness of the idea of individualization. 


THE DEFINITION OF INDIVIDUALIZATION 


Perhaps the most important notion related to individualization 
is that of personalization—which, itself, refers to a number of 
different things. Most broadly, it refers to relationships with pa- 
tients chosen for attention because of their particular personal 
qualities, that is, their distinctive histories and their traits as indi- 
vidual human beings. Often it connotes a mutuality in the rela- 
tionship in which the helper shares some of his personal feelings 
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with the patient or lets the patient get to know him as a person. 
Ordinarily the term is used in the sense of the intimate, close, or 
special relationship maintained on a one-to-one basis between 
therapist and patient. Psychotherapy and simple undifferenti- 
ated care—to name just two examples—make this type of indi- 
vidualization the cornerstone of their treatment. But this is only 
one kind of individualization and does not exhaust the full mean- 
ing of the term. We have thought of the objective of the programs 
described above as supplying the central and most general meaning 
of individualization, namely, treatment planned on the basis of a 
particular patient’s needs, and maintaining and manifesting a con- 
tinuing interest in an individual patient’s welfare. 

If the distinction is preserved between personalization (in the 
sense of one-to-one “special” relationship) and individualization, 
it frees us to think of individualizing care in a group, rather than 
only on a one-to-one basis. When faced with the problem of treat- 
ing many patients together, the tendency is to think of this as 
treating patients as a group rather than in a group, and the group 
is seen as an obstacle to individualizing care rather than as a 
potential resource. 

Constructed groups in hospitals may be favorable or adverse in 
their effect on patients in the same ways as are natural social 
groups. Nevertheless, current psychiatric thought upholds the ne- 
cessity of participation and involvement in social groups if the 
individual is to develop fully as a person.? To the extent that this 
principle comes to have more influence on treatment and research, 
we would expect the systematic utilization of group processes to 
take its place as one of the powerful tools in individualization. 

Another advantage in considering individualization as a process 
different from personalization—where it is an integral part of a 
group activity—is that some of the difficulties that usually accom- 
pany special or intimate pair-relations might be minimized or 
avoided. We have in mind the overinvolvement of the helper and 
the tensions and difficulties among personnel because one staff 
member is maintaining a personal relationship while others are 
not. 

An issue is the tendency to think of the absence of personalized 
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treatment as impersonal treatment or depersonalization of the 
patient. Hard, cold, and indifferent handling of patients does 
occur in the mental hospital. All the same, the opposite, or ab- 
sence, of personalized treatment does not necessarily mean indif- 
ferent or uninterested treatment. It could mean that treatment is 
given to whoever needs it without personal reference. It seems 
plausible that patients may benefit from recognizing treatment as 
a universal right when needed, and not something given or with- 
held as a reward or punishment. 

Another notion is that an adequate treatment plan, to be indi- 
vidualized, must take account of all of the patient’s needs. This 
is an impossible criterion, besides which, in practice, it serves to 
blur the perception of patients’ real needs and the effect of treat- 
ment. Treatment is based on choice—not only among modes of 
treatment but among the needs and problems considered the most 
important and the range of possible goals of treatment. To indi- 
vidualize treatment does not mean treating the ‘“whole’’ person, 
for it is not that individualization is total and other approaches 
partial in their view of the patient but that the former permits the 
necessary choices of treatment—to be based more surely on the 
patient’s needs than on irrelevant matters, such as current fads 
and ideologies of practice, therapists’ social values, or institutional 
requirements. 

Certain types of personalization and the conception of “treating 
the whole person” may lead to serious problems, as we have sug- 
gested. We are more concerned, however, with the tendency to 
attribute difficulties and failings to individualization than we are 
with the particular problems themselves. ‘To individualize care 
and treatment is difficult enough; the difficulties are only com- 
pounded when individualization is not clearly distinguished from 
other notions. 


VALUES COMPETITIVE WITH INDIVIDUALIZATION 


Certain elements related to the functioning of hospitals as social 
organizations, hospital personnel’s orientations toward work, and 
general attitudes toward deviance introduce values that compete 
with that of individualization. 
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In stressing the “‘primacy of patient needs” as the most signifi- 
cant aspect of individualization, we have not entered into the 
question of how to balance them with institutional needs and 
requirements. All social organizations require compromises and 
adjustments from their members for proper functioning, and no 
particular patient’s needs can be given primacy in the hospital if 
this involves a failure to meet institutional requirements. However, 
this is not a problem that can be solved once and for all by a state- 
ment of abstract principle such as “the patient always comes first.” 
The critical point is that more than one patient is always involved 
in institutional treatment and maximizing the satisfaction of one 
patient’s needs may lead to either ignoring or frustrating others. 

The usefulness of an emphasis on individualization is that it 
keeps the problem alive and current in settings where there has 
been a traditional neglect of patient needs in favor of tradition 
or administrative requirements. We are aware that the considera. 
tion of patient needs sometimes serves only as a rationalization for 
decisions made on other grounds.*? Nevertheless, an emphasis on 
individualization permits and even invites questioning of deci- 
sions made on other grounds—regardless of their legitimacy and 
. worth—-so that patients’ needs are less likely to be forgotten in the 
crush of institutional imperatives. 

Good working conditions do not automatically correspond to 
good treatment conditions. For most persons whose interest in 
their jobs is somewhat short of dedication—and this does not 
mean that they are poor employees even in a mental hospital— 
discomfort, anxiety, tension, and concentrated attentiveness to the 
patients’ demands that accompany psychiatric work are not gen- 
erally considered characteristics of a good working environment. 
Programs of individualization may intensify some problems and 
diminish others. Many hospital routines reflect more concern with 
the needs and the characteristics of the working force than of the 
patients. For example, the scheduling of meals and the amount of 
time allowed for them is set so as to permit personnel to time their 
housekeeping activities in accordance with the changes in shifts; 
but it also means that patients may have to eat when they are not 
hungry or to rush through their meals. To make their needs pri- 
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mary, by rescheduling meal hours, would make things more in- 
convenient for the staff. When rescheduling is done, personnel are 
asked to take seriously the fact that the mental hospital is different 
from other work situations in that its therapeutic goals are meant 
to take precedence over working conditions. 

An analogous problem for the psychiatric and other profes- 
sionals in the hospital has to do with what has been called their 
professional identities. The division of labor in a mental hospital 
is elaborate; work roles have become specialized and well estab- 
lished. But certain of the specific programs require the redefini- 
tion of some of the hospital jobs and consequent shifts in profes- 
sional identities and perspectives, for example, a greater interest 
in, respect for, and concern about the patient, or a different view 
toward him, or more egalitarian collaboration of different levels 
of staff. Also, regardless of the specific content of the old or the 
new roles, individualization requires that comprehensive and self- 
consistent plans of treatment be developed in a system with a 
highly specialized division of labor. ‘This demands effective plan- 
ning and coordination. Beyond this, it is unclear as to whether 
and how this approach can fit into a system of specialized roles in 
treatment with various persons dealing with different aspects of 
the patient and pursuing different goals. (We have described 
simple, undifferentiated subordination as a program that assumes 
the incompatibility of specialized roles and individualized treat- 
ment.) 

In addition to specific work attitudes and occupational perspec- 
tives, there are general values that employees and professionals 
carry with them. Most important from our point of view are their 
attitudes on deviance. At best, they may be ambivalent; at worst 
they may believe that “wrongdoers” should be punished. When 
we assert the primacy of patient needs, we are asking for a level 
of tolerance that to many may be difficult to achieve. Conse- 
quently, adequate training and supervision are a necessary, though 
not always a sufficient, condition for personnel to be able to func- 
tion effectively in programs where individualization is of central 
importance. 

This discussion is not intended to discourage practitioners from 
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engaging in individualized programs for patient care. We have 
been concerned, rather, with pointing out some types of problems 
that are sometimes associated with this approach. It is hoped that 
such a clarification as this may be an impetus rather than an 
impediment to experimentation with processes and structures that 
foster the individualization of care. 


Chapter ro 


Breaking Down the Barriers between 


Hospital and Community 


The summary of a symposium of hospital administrators con- 
cludes: “Regardless of the problems and the difficulties involved 
in removing the barriers between hospital and community, the 
opinion was expressed that this is the most exciting innovation in 
psychiatry today.” ? 

Other symposia and articles as well as our own observations and 
discussion with various experts all reinforce the impression that 
among those in the field this opinion is widespread. Historically 
relationships between mental hospitals and their communities 
have been far from ideal, but that there is a particular problem 
in the form of barriers between the hospital and the community 
seems to be a relatively recent idea. 

Like all social organizations, mental hospitals have certain func- 
tions that are more or less clearly understood by their own mem- 
bers and by persons in the community. Commonly recognized 
boundaries of responsibility permit organizations to function with 
a minimum of conflict, confusion, and inefficiency. Usually, how- 
ever, functional boundaries—among all types of social organiza- 
tions and between them and the community—are not regarded 
as barriers interfering with necessary interaction. Therefore, when 
a particular boundary that was seen traditionally as serving a use- 
ful purpose—as that between the mental hospital and the com- 
munity—comes to be viewed as undesirable, we may assume some 
fundamental changes in either the hospital or the community or 
in their relationships with each other have occurred. 

It is to the absence of good relations between hospital and com- 
munity that many practitioners refer when they speak of a barrier 
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between them. They often phrase the problem as a lack of under- 
standing on the part of the persons in the community of the 
hospital’s requirements for carrying out its program successfully. 
Practitioners also point to a number of specific aspects of the 
relationships between the hospital and the community that they 
believe both reflect and contribute to this general lack of under- 
standing. Among the holdovers from the past that are judged to 
be the most serious barriers between the hospital and the commu- 
nity are the following: (1) negative attitudes of persons in the 
community: the stigma attached to mental illness, fears and appre- 
hensions about mental patients, stereotypes of the mental hospital, 
and little confidence in the possibility of successful treatment; (2) 
the sharp differences between the sociocultural system of the hos- 
pital and that of the outside community; and (3) the relative lack 
of interaction between the hospital and community in the sense 
of the nonparticipation of each in the affairs and activities of the 
others. 

As a result of recent changes in the hospital’s goals, each of these 
traditional aspects of the relationship between the hospital and 
community is now perceived as a barrier whereas previously they 
-were either accepted as appropriate or were not seen as particu- 
larly relevant to the hospital’s functions. In other words, these 
characteristics of hospital-community relationships—the negative 
attitudes, the hospital’s isolation—are consistent with the custodial 
and repressive goals of an earlier model of the mental hospital. 
They do not fit the new objectives. 


Forms of Breaking Down the Barriers 


CHANGING NEGATIVE ATTITUDES 
TOWARD MENTAL ILLNESS, PATIENTS, AND HOSPITALS 


The Open Door. The prevalent attitude toward mental illness 
and mental patients in our society is substantially unfavorable. It 
appears due in large part to the fear and anxiety aroused by the 
most serious manifestations of emotional disturbance, the severe 
psychoses. The public tends to see the psychotic as incurable and 
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capable of unpredictable aggressive or sexual behavior. This view 
seems to extend to the less serious mental illnesses, and, unfortu- 
nately, the pervasiveness of stigma seems rooted deeply enough 
to resist conventional attempts at changing it.? 

Hospital administrators, of course, are particularly concerned 
with the way persons in their local communities perceive and 
respond to their patients and hospitals. The existence of stigma 
makes them especially apprehensive about the community’s re- 
sponse to new programs offering more freedom to patients, which, 
a number of them told us, often delays or prevents their intro- 
duction. 

Fear and anxiety also strongly color the public’s image of the 
mental hospital itself. Ihe forbidding appearance of many of our 
large state hospitals, especially their coldness and impersonality as 
organizations, and the deprivation of the patient’s adult rights all 
enter into the grim picture. To this is added the belief that hos- 
pitalization for psychiatric treatment will result in permanent 
institutionalization.? As a barrier between the hospital and the 
community, stigma is a formidable deterrent to the new goals of 
facilitating hospital admissions. Stigma plays a role, too, in the 
widespread reluctance to refer persons or for persons to submit 
themselves for hospital treatment until their illness has become 
particularly severe and, to some extent, in the community’s reluc- 
tant acceptance of released patients. 

Below, we shall explore the impact on the social organization 
of hospitals of programs and developments for reducing or elim- 
inating stigma as a barrier between the hospital and the commu- 
nity. Connections between the barrier itself and current features 
of hospital organization, while somewhat indirect, do apparently 
exist. For example, the general difficulty in recruiting and main- 
taining highly qualified and well-motivated persons for psychi- 
atric hospital staff appears in large part to be a function of the 
low esteem and the associated low level of rewards for the jobs— 
which is in turn related to the unfavorable attitudes. Also, the 
general rejection and indifference to the patient and the hospital 
may have permitted the development of the familiar quasi-feudal 
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social structure that is so prominent and change-resistant a char- 
acteristic of our large psychiatric institutions. 

The traditional large state mental hospital is the focal point of 
much of the negative beliefs and attitudes about psychiatric insti- 
tutions, and so many measures to change them involve modifying 
one or another characteristic of the hospitals themselves or of de- 
veloping new and quite different facilities. 

That the state mental hospital is often seen to resemble a prison 
more than a hospital is a function both of the public’s belief that 
the patients themselves are dangerous—and therefore require im- 
prisonment—and of the system of repressive control over the lives 
of the patients. The locked ward and the key are primary symbols 
of the traditional hospital. A most interesting attempt in recent 
years to alter the image of the hospital is the introduction of the 
“open door” policy or the “open hospital,’”’ and one observer notes 
that, among other benefits, this “eliminates the stigma which is 
still attached to mental disease and mental hospitals.” 4 

There is a fair amount of variation among the hospitals we 
visited as to how open they are and to some extent as to how open 
they plan to become. It has apparently been not too difficult for 
_a number of hospitals fairly quickly to reach a point where be- 
tween one third and one half of their patients are on open wards 
(usually defined as wards that are unlocked for at least eight hours 
each day, where special permission is not generally required for 
patients to leave and re-enter). 

In one 2,000-bed state mental hospital visited by us, the open 
door policy is the major principle of hospital administration and 
practice. At the time of our visit, only three out of forty-one wards 
were closed, and over ninety percent of the resident patients was 
quartered on the open wards. This remarkable degree of openness 
had been reached in less than three years; before that there were 
only two wards open and less than ten percent of the patients with 
“honor” cards for ground privileges. Our informants reported 
that during the transition period there were no major serious in- 
cidents involving patients and no opposition from the commu- 
nity. Personnel at all levels, concerned and apprehensive during 
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the initial stages, now praise the policy, attribute to it major 
credit for an improved atmosphere, and take pride in their open 
hospital as an advanced treatment institution. 

The policy has been in effect for too short a time for anyone to 
assess adequately its impact on stigma. However, all evidence that 
has come to our attention, while not proof, tends to support the 
hypothesis that unlocking the doors creates a more favorable atti- 
tude toward the institution and promotes both the entry of pa- 
tients in the hospital and their leaving it. In the open hospital 
we have just described, the percentage of voluntary admissions 
has risen from twenty-five to fifty percent of the total, and there 
has been a doubling in the number of patients placed on conva- 
lescent care or in family care over the three-year period.® 

The process of “opening” a hospital is complex, involving a 
number of interesting questions. For example, should bad risks 
be shifted from a ward that is to be opened? Apparently, such a 
move may relieve the staff's anxiety in the earliest stages but may 
not be necessary after that. Or, should the pace at which wards 
are opened be fast or slow? And should they be opened according 
to a predetermined schedule? (After the initial period, the pace 
may become quite rapid; we have no information about the ef- 
fects of a schedule.) 

Many students of hospital psychiatry have come to recognize 
that an important feature of the hospital is that it is a social sys- 
tem as well as a treatment facility, that is, in addition to dispens- 
ing specific treatments to patients, the various groups of persons 
there behave toward each other according to an intricate system 
of formal and informal social traditions and rules. The hospital 
might be called a miniature society. As members of it, individuals 
in the hospital regard proposals for change with apprehension 
and suspicion since change may disrupt established ways and re- 
quire new modes of adjustment. Because of the complex and mul- 
tiple ways in which persons and groups interact with each other, 
even a minor change in practice may reverberate throughout the 
whole system. It is not surprising that students of the culture and 
social organization of mental hospitals report strong and persist- 
ent opposition to change in organization or operation.® 
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Since the introduction of an open door policy constitutes a ma- 
jor change, one would expect resistance on the part of personnel, 
and serious difficulties in maintaining it once introduced. The 
little evidence we have been able to accumulate on hospitals that 
have pursued this new policy, through our own observations and 
the reports of others, indicates that the actual resistance varies 
ereatly from one hospital to another and often—as in the case we 
described above—has been much less than predicted. What ac- 
counts for the variation? More specifically, what are the character- 
istics of hospitals where an open door policy can be carried through 
successfully? Many, it is true, have encountered serious difficulties, 
and we do not wish to leave the impression that the policy is easy 
to introduce. 

Our general assumption is that the success of an institutional 
change, in other instances as well as this, largely depends on the 
extent and the nature of the redefinitions of their role that the 
change requires of persons in the social organization. That is, 
what important expectations and responses must change for whom 
and toward whom? Are the new roles more, or less, comfortable 
and satisfying than the old? 

The open door policy requires changes particularly in the role 
relationships of ward personnel with patients, for the primary 
change is to strip away as much as possible of the protective cus- 
todial functions of the attendant and the nurse. It is no longer 
necessary to make sure the ward door is locked properly, nor to 
count patients, nor check on the presence of visitors, nor assess 
the possibility of elopement for different patients, nor perform 
-any of the other standard time-and-energy-consuming activities 
that implement these functions. These changes appear to make 
the job easier, and the new policy might be welcomed on this 
_ground alone. At least two other conditions, however, enter into 
| determining how personnel respond. First, as they are relieved 
of their duty and obligation to “guard” the patient and protect 
| the community, they must simultaneously be relieved of their ac- 
| countability and responsibility for the patients’ actions. When 
patients can no longer be kept under relatively constant surveil- 
| lance—a pattern of control terminated by an open door policy— 
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it is impossible for personnel to control their actions. Adminis- 
strative policies that require personnel to retain their traditional 
responsibility for patients’ behavior are incompatible with the 
realities of the open hospital and usher in problems that are usu- 
ally expressed as resistance to the innovation. 

Even though this sounds obvious enough, one important psy- 
chological residue of traditional hospital culture is the skepticism 
of personnel regarding the support they will receive from supe- 
riors in the event of incidents and crises. For this reason, a most 
important ingredient of change must be establishing trust. Per- 
sonnel in lower echelons must overcome their suspicion and skep- 
ticism and begin to believe the assurances of their superiors, and 
the development of this belief will rest on the actual performance 
of their superiors, as time goes on. 

We suspect that the time required to open a hospital and the 
difficulty encountered are functions of how long it takes to estab- 
lish this trust. Our impression is that one of the most important 
factors in the development of trust is the quality of leadership 
exercised both at the highest levels within the institution and in 
outside agencies with legal authority over its operation. Briefly, 
each person in the hospital can confidently accept the new defi- 
nitions of his responsibilities only insofar as his superior feels a 
similar confidence, and this depends on the exercise of effective 
leadership at all levels. 

Shifting responsibility for the patient’s behavior to higher ech- 
elons frees ward personnel in a legal or formal sense from their 
obligations as guards; however, they are not yet psychologically 
free. Moral and social identification with the community would 
not permit them, regardless of administrative edict or psychiatric 
theory, to open the doors and let the “mad” loose on the unsus- 
pecting community. Therefore, as the second most important pre- 
condition for an open door policy, the ward personnel must re- 
define the patient. ‘The patient must now be seen as less dangerous 
and more predictable, in short, as less “crazy.” 

Whereas a radical redefinition of the patient and of mental ill- 
ness would seem to require extraordinary efforts, an unrelated 
and fortuitous event in psychiatric treatment has permitted the 
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change to the open door to be able to take place with remarkable 
ease: the advent of tranquilizing drugs. Whatever the final evalu- 
ation of their efficacy, they undoubtedly bring about a tremen- 
dous reduction in violence, agitation, irritability, and noise and, 
consequently, contribute to the redefinition of patient: “They’re 
different patients now. We could never have opened the wards if 
they were like they used to be.” 

Of course, there are wards which have been opened without the 
extensive use of drugs. For our purposes it is unnecessary to know 
whether the use of tranquilizers actually precedes the redefini- 
tion of the patient or whether, once it is clear that wards can be 
opened without serious incident, their use is offered as a reason 
why the doors have not been opened before. In any case, the tran- 
quilizers—and we believe other forms of psychiatric treatment 
might do so too—permit this new image of the patient to emerge. 
This, in addition to freeing personnel externally from their for- 
mer heavy responsibility, allows them to participate in the open- 
door policy without intensifying the anxiety aroused by any 
change. 

The open-door policy is an important attempt to lessen the 
mental hospital’s resemblance to a prison. Practitioners hope, as 
we have pointed out, that, with other benefits, the open hospital 
will improve the public’s attitude toward the hospital and hospi- 
talization with the result that it will be easier to enter and leave it. 

The Psychiatric In-patient Unit in the General Hospital. In 
some ways, the psychiatric section of the general hospital is an 
even more radical attempt to change traditional popular views 
of hospitalization for mental illness. Because it is modeled on a 
treatment institution for physical illness and seems to have little 
in common with the custodial mental hospital, practitioners hope 
that as these facilities grow more common they will help to change 
popular attitudes. 

Sponsors of the movement assume that there will be little trans- 
fer to the new treatment facilities of existing poor attitudes, and, 
therefore, in the words of one commentator: “When the patient 
can be admitted to the general hospital of his own community on 
a voluntary basis, he and his family are much more likely to seek 
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help at the first indications of illness” (Gayle, 1956). Furthermore, 
it is hoped that the approving attitudes toward general hospitals 
and medicine will extend to the treatment of mental illness. 

Although two psychiatric units of general hospitals had been 
established before the end of the eighteenth century (with Phila- 
delphia General Hospital in 1732 and the Society of the New 
York Hospital in 1799), they did not operate as integral parts of 
the hospital. The unit established by Dr. J. M. Mosher at the Al- 
bany (N.Y.) Hospital in 1902 is usually taken as the prototype of 
the modern psychiatric section. (Gayle, 1957; Cameron, 1957.) 
The growth in the number of these facilities has been particularly 
rapid in the last decades. While they contain an extremely small 
proportion of all resident psychiatric patients, in recent years they 
accounted for a steadily increasing percentage of all psychiatric 
admissions. 

The most important characteristic of the psychiatric section is 
that it is a part of a general hospital. Because of this, its special 
requirements as a psychiatric facility tend in practice to be sub- 
ordinated, so that it resembles the general hospital in its opera- 
tion, policies, and forms of organization. 

Assimilation to the model of the general hospital is particularly 
critical since, as a social organization, the general hospital has 
been developed primarily for and is geared to the interests and 
the procedures of the physician in private practice. The core tra- 
dition, of course, is that others in the healing professions are liter- 
ally ancillary to the physician and their main job is to ensure that 
his orders for his patients are carried out. When this reaches into 
the psychiatric section, the unit’s special requirements, especially 
with regard to relations among different professional groups and 
the ‘‘team” approach, are denied recognition. Attempts to resolve 
difficulties often follow the form of forcing the section more and 
more into the model of the general hospital. 

When his work is dominated by the perspectives of traditional 
medicine, in which psychiatry has a lower status than the other 
specialties, the psychiatrist finds himself under pressures to dem- 
onstrate that he is a “true” physician. The specific consequences 
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will depend on the constellation of forces, but two possibilities 
may be mentioned. First, it seems probable that organic forms of 
treatment will be preferred over recent developments in the psy- 
chological and social therapies. (We exclude from this general- 
ization psychiatric sections that are part of teaching hospitals.) 
The former modalities conform better to what the psychiatrist’s 
colleagues expect of a physician; they are more easily understood 
by the ancillary specialties; and they are accepted more easily by 
his patients who expect to be treated in accordance with general 
hospital practice. 

Although there are handicaps in this, a potential gain 1s im- 
plied for psychiatry as well, as some psychiatrists stress, namely, 
that the pressure to act more like a medical doctor may provide 
a realistic basis for the training of “comprehensive” physicians. 
At the present time, psychiatrist-internists, who represent one type 
of comprehensive physician, are very few. The increased integra- 
tion of hospital services and the concomitant view of the patient 
as a “whole” person that emerges from the re-incorporation of 
psychiatry into medicine may serve to foster this type of special- 
ist.” ‘Che effect is likely to be mutual. We may anticipate a feed- 
_ back of psychiatry upon general medicine, with psychiatrists called 
upon for consultation more and more by their medical colleagues. 

‘The trend to include psychiatric sections in general hospitals 
still is so new that its effects on the stigma of mental illness and 
on the entry into and exit of patients from treatment are not 
known. It is clear, however, that quite a different population of 
patients enters the general hospital from that entering the state 
mental hospital, the former resembling more closely those treated 
in private mental hospitals. There is, for example, a relatively 
greater proportion of women, of psychoneurotic reactions, and of 
depressive psychoses than one finds in the admissions to the state 
hospitals. 

One possible danger must be noted. ‘Those who most closely re- 
semble the public’s image of the unpredictable, aggressive, psy- 
chotic patient continue to be channeled to the large state hospi- 
tals. Rather than changing the public’s attitude, this may entrench 
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the conviction of hopelessness about mental disease and reinforce 
the basic rejection of the seriously ill patient. When psychiatric 
sections accept all patients for treatment, there will be less differ- 
ence between them and the state hospitals and less support for 
the public’s unsympathetic attitude toward mental illness.® 

It is also relevant to the public’s attitude that hospitalization 
in a general hospital for mental illness permits patients and their 
relatives to conceal from others (and sometimes from themselves) 
the fact that they are undergoing psychiatric treatment: being in 
the hospital can so easily be accounted for on other grounds. How- 
ever, the concealment is unlikely to weaken the stigma attached 
to psychiatric illness and treatment since it is perfectly consistent 
with it. 

A recent development that may have considerable influence on 
the future use of these facilities is that of including a period of 
psychiatric hospitalization in standard and major medical group 
health insurance plans. The use of psychiatric sections in general 
hospitals will undoubtedly be increased thereby. Moreover, by 
making the financial burden easier, this extension of insurance 
coverage may bring patients into hospital treatment at an earlier 
point in their illness. 

It is evident that the consequences of a major change in the 
pattern of in-patient treatment are complex and varied. Neither 
the short-run or long-run effects of these developments on the 
community’s attitudes or on the use of psychiatric facilities can 
yet be ascertained. But it does appear that the most important 
consequences are likely to flow from the fact that the open hospi- 
tal and the psychiatric section are not simply new treatments but 
new forms of social organization. ‘The major locus of organizational 
change in the transformation of a custodial institution into an open 
hospital is in the ward itself and the role relationships of ward pa- 
tients and personnel. In psychiatric sections, on the other hand, the 
most important consequences for patient care and treatment prob- 
ably will come from the new relationships appearing between psy- 
chiatrists and their medical colleagues both inside and outside the 
hospital. 
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DECREASING THE SOCIAL AND CULTURAL DIFFERENCES 
BETWEEN THE HOSPITAL AND COMMUNITY 


The mental hospital is a completely different world from the 
outside community. Many observers have noted that the patient 
role in a “total institution” ® requires behavior that often is in- 
appropriate and sometimes even contradictory to the requirements 
of the normal adult world. This also holds true of the staff: their 
roles require them to live and work in a relatively autocratic 
structure, to shoulder responsibility for the safety and welfare of 
others in a situation often dominated by crisis, and to assume an 
authority over other adults that is far different in quality and in- 
tensity than what is found in other roles in our society. Histori- 
cally, the indifference, fear, and hostility of the community have 
probably served to reinforce and magnify the differences between 
the hospital and the outside world. 

At the present time, the conspicuous sociocultural differences 
have effects of their own. One of the most serious consequences 
of this particular barrier is what has been termed the “desocial- 
ization” or “‘disculturation” of patients. That is, the patient comes 
. to adjust to the hospital culture and becomes incapable of adjust- 
ing to the community culture. As was observed at a mental hos- 
pital symposium: 

There are thousands of people who have lived ten to fifteen years or 
up to a quarter of a century or more in mental hospitals where the 
laws, customs, living conditions, architecture, and economy in no way 
resemble those of the world outside. . . . Disculturation occurs when 
a person learns values and attitudes which unsuit him for the culture 
from which he came or to which he is going. Our mental hospitals are 


currently crammed with those suffering from secondary desocialization 
[Osmond, 1958]. 


Recognizing that long-term hospitalization is as serious a hin- 
drance to rehabilitation of chronic patients as are the residual 
effects of the disease process itself, practitioners have become in- 
creasingly concerned with reducing the marked differences be- 
tween life in the hospital and outside it, that is, with reducing 
the process of disculturation. The measures they have adopted 
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have in common an emphasis on maintaining or re-establishing 
contact between the patient and the normal adult world of every- 
day life. ‘This may be simply by the creation of a more homelike 
atmosphere on the ward through the use of decorative fixtures 
and standard furniture, or by involving the patient in situations 
or activities that are more normal than those usually found in the 
hospital, such as afternoon social gatherings for men and women. 

Planned attempts at resocialization through alterations of the 
patient’s customary role vary as to whether the new features are 
simply added to the traditional role or whether some fundamental 
change is wrought in the role itself. The latter programs share an 
assumption that the most significant sociocultural differences be- 
tween the hospital and the community lie in the withdrawal from 
the patient of the normal rights and obligations of adults. All of 
the programs attempt in some measure to give responsibility back 
to the patient. 

Programs that permit patients to work on jobs under conditions 
that approximate those in the outside world is one form used to 
give responsibility to the patient. We are not referring here to 
the usual forms of hospital work assigned to patients, such as work 
in the laundry or the cafeteria. Rather, we mean jobs in normal 
settings with usual standards of performance and work for which 
patients receive appropriate rewards and privileges. 

The member-employee program that has developed in a num- 
ber of VA hospitals is a good example of this. ‘The major general 
objective of hospital treatment is the reintegration of the patient 
into the community at his optimal level of functioning. The more 
specific objective of the member-employee program is to aid him 
in the transition from the hospital to the community. The major 
premise is that money is a direct rehabilitation incentive for men- 
tal patients. It is assumed that an incentive-reward system typical 
of the larger society is necessary for successful rehabilitation. Fur- 
ther, patients must live in a more normal social environment 
where they can relearn the power of money in satisfying personal 
goals. The essentials of the program are that patients are dis- 
charged from the hospital and reappointed as employees; they 
then live in a dormitory setting apart from other patients, work 
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side by side with “real’’ employees, obey rules and regulations 
governing employee behavior, receive a salary for their work, and 
may use their salary according to their own inclinations. In gen- 
eral, while on the job, member-employees are subject to the same 
pressures as other employees."® 

In this program there is more concern about the barrier to the 
patient’s return to the community than about his entrance into 
the hospital. On the other hand, we have already noted the possi- 
bility that a significant source of resistance to hospitalization may 
arise from the apprehension people have about whether they 
would be able to get out once they allowed themselves to be hos- 
pitalized. Thus, by helping to change the image of the hospital 
so as to diminish this particular anxiety, programs such as the 
member-employee one may facilitate a patient’s entry into treat- 
ment as well as his exit from it. 

A principal feature of the program is the fact that the position 
of member-employee is seen as a privilege that is granted to pa- 
tients only after they have demonstrated their ability to perform 
successfully in other less demanding work situations. Thus, the 
roles of the large majority of patients within the institution re- 
main intact. 

_ Again, since the primary components of the typical patient role 
are unchanged, this program appears to meet with relatively little 
generalized or intense opposition. Various problems arise with re- 
gard to evaluating patient improvement when there are differ- 
ences between the patient’s performance in the program and his 
progress in therapy. In addition, there are jurisdictional disputes 
among the several professional groups regarding their respective 
responsibilities for the patient. ‘The member-employee’s status re- 
mains ambiguous, and this produces a certain amount of tension 
and confusion in his relations with “real’’ employees. We are not 
attempting to discount these various problems, but they do not 
appear to be as severe as those that arise from types of programs 
that attempt other significant and fundamental changes in the 
patient’s role. 

Within the hospital, the patient’s life is to a large extent subject 
to arbitrary and external rules imposed by various authorities. 
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Many observers believe that this pervasive feature of hospitals has 
a special relevance for the problem of patient desocialization, and 
several programs aimed at reversing the process attempt to bring 
a degree of control over his life back to the patient himself. An 
attempt to change one characteristic (that is, the patient’s social 
dependency and powerlessness in the hospital) is a program of 
self-government. Many hospitals have given patients this minimal 
freedom to make decisions about certain restricted activities. How- 
ever, few have fostered a radical redefinition of his role by giving 
the patient the power of decision in important areas of his life. 
We shall describe one such attempt below. 

On one hospital ward of patients hospitalized for from one to 
ten years, the staff had taken the radical step of transferring to 
them the power to decide whether or not a patient could be re- 
leased from the hospital on either permanent or temporary terms. 
These patients function as if they were the physician’s “release” 
staff and act on patients’ requests for such things as weekend 
passes, trial visits, or discharge from the hospital. It should be 
completely clear that the patients are not making recommenda- 
tions but actual decisions. Their collective decision—each issue 
being decided by a democratic vote of those present—is entered 
into the ward record book and is as binding as any physician’s 
order. 

The ward meetings are chaired by either the psychiatrist, the 
social worker, or the clinical psychologist who together compose 
the ward treatment team. The patients in meetings behave quite 
responsibly and are sensitive to the meaning of requests made by 
different patients. In one of the meetings observed, for example, 
they tried through discussing it to induce a patient to change her 
request for discharge to a request for trial] visit. In another in- 
stance, they decided that the patient might leave for a weekend 
visit only if someone came to the hospital to pick her up. They 
behaved in an even more subtle way toward a patient who inti- 
mated that she had been tricked into coming into the hospital: 
they largely ignored her comments and so prevented her from ask- 
ing directly for a release, a request they undoubtedly would have 
rejected. 
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The group leader, a staff member of the ward treatment team, 
did not direct the meeting but at the same time did not abdicate 
leadership. She acted as a guide and a resource, and through ap- 
propriate questions and comments helped to clarify various re- 
quests and decisions. However, the leader has only one vote in the 
final decisions. 

Introduction of this program in democratic decision-making 
posed serious difficulties for the staff. In some it confirmed the 
fear that the patients had taken over the hospital. To others it was 
a basic violation of the physician’s ultimate authority and respon- 
sibility. The problems have not been solved, and in the particular 
instance under discussion the staff of other wards avoid or make 
a scapegoat of the active promoters of the program. On the other 
hand, even those who are opposed recognize that there have been 
no catastrophic results and that the patients seem to have been 
able to do as creditable a job of making these decisions as is done 
in the usual release staff conferences. 

Of the types of resocialization programs we have been discuss- 
ing, those that permit the patient to participate in decisions about 
his life, such as the radical experiment just described, have the 
_ widest consequences and implications for the hospital’s organiza- 
tion. One would expect the strongest opposition to their intro- 
duction and operation, for they constitute a fundamental shift of 
authority. For this reason perhaps the most severe problems of 
loss of authority are those created for groups in the hospital whose 
power rests on the traditional hierarchy and who cannot base their 
claims on other criteria, such as competence or training—as, for 
example, the psychiatric aides and attendants, in contrast to the 
physicians and the nurses. 

A problem difficult to avoid in the above situation is that of 
employees coming to identify themselves more and more as mem- 
bers of the normal community. That is, rather than seeing them- 
selves as a part of the treatment team working on a new program 
to benefit patients, the loss of authority places them in opposition 
to the “crazy” patients; they then seek support and security from 
their commonality with the normal community rather than with 
the hospital professions and are disposed to interpret each new 
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expansion of rights for the patient as a threat to themselves or 
an infringement on their own rights. 


INCREASING THE INTERACTION 
BETWEEN THE HOSPITAL AND THE COMMUNITY 


Ordinarily neither mental hospital personnel nor patients par- 
ticipate in an active way in the affairs and life of the outside 
community, and, conversely, those of the community do not par- 
ticipate actively in the hospital’s programs. In the absence of 
wholesome interaction, fears and misconceptions persist and con- 
tinue to obstruct new forms of patient treatment. However, unless 
persons in the community have some sympathetic understanding 
of mental illness and the hospital’s problems there is likely to be 
little desire for more interaction. Some practitioners believe spe- 
cific programs that increase the interaction across the hospital- 
community boundary will help to break the cycle. 

Usually the problems resulting from the present situation are 
stated from the point of view of the hospital. For example, if there 
is a scarcity of institutional resources (personnel and money) to 
supply anything beyond minimum requirements for the patients’ 
needs, programs staffed by community volunteers may help the 
hospital to meet these needs more adequately. Or, with regard 
to desocialization, the presence of individuals from the commu- 
nity serving in various capacities throughout the hospital may do 
more than hospital personnel can do themselves to keep active 
the symbolic tie between the patient and the world outside. 

In recent years it has come to be recognized that the hospital 
also has a contribution to make to the community and that an 
increased level of interaction might make the institution a more 
effective force in community mental health programs. For ex- 
ample, the hospital might function more actively as a source of 
information and advice about general psychiatric problems to 
individual professionals and organizations providing help. Al- 
though the benefits of increased interaction can and often do flow 
both ways, the specific programs we shall discuss tend to empha- 
size one or other direction. 

Volunteer programs are among the most important ways 
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through which the community is brought into the hospital in 
order to benefit the patient.1 Some are large programs with active 
lists of hundreds of persons and many community organizations 
willing to provide volunteer activities throughout the hospital. 
They may be under the general supervision of the social service 
department or organized by persons in occupational or recrea- 
tional therapy, or they may have their own organization somewhat 
independent of the hospital groupings. More important perhaps 
than the service with which they are connected are the different 
ways in which volunteers are utilized. In some programs the con- 
tent of volunteers’ activity is defined largely by the needs of the 
hospital, that is, the volunteer 1s simply extra manpower doing 
what aides or even ancillary specialists might do if these latter 
were available. In others, the volunteer is encouraged to develop 
a new kind of activity as his own special and different contri- 
bution to the treatment of patients. 

Programs in which the volunteer is encouraged to establish a 
personal relationship with a particular patient appear to be more 
effective, according to practitioners who have seen them in oper- 
ation, than programs in which the volunteer is used simply as an 
extra hand in standard hospital activities or helps to organize 
recreational and social functions. Of course, the more traditional 
uses of volunteers provide considerable benefits to the patients in 
the form of a more pleasant atmosphere and in the increased pos- 
sibility of informal and friendly interaction with people from the 
outside community. On the other hand, it appears that the impact 
of these programs may be markedly increased when volunteers are 
encouraged and supported to relate to patients in terms of their 
distinctive position as an outside friend who is interested in him 
and his welfare. In this way, the volunteer is a bridge between 
the patient and the world outside. Programs that emphasize the 
importance of personal relationships with patients appear to re- 
quire some level of professional supervision. For this reason, they 
tend to be organized by the hospital’s social service department.!” 

Regardless of the particular emphasis of a program or the 
amount and quality of supervision given to volunteers, their rela- 
tionships with ward personnel are of great importance in deter- 
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mining the possible effectiveness of their work. Volunteers can 
contact and benefit patients only with the active help of the aides 
and the nurses. If the outside visitors tend to overstimulate the 
patients, or disrupt ward routines, or activate certain pathologi- 
cal currents, the aides and the nurses must deal with the problems 
and therefore may be hostile to the volunteers and resistant to 
expanding these programs. The response of ward personnel largely 
depends on whether the help they receive tends to outweigh the 
problems created by the volunteers. 

Personal relationships with patients sometimes lead to deeper 
involvements than most volunteers are equipped or prepared to 
handle. Supervisory time is limited, and, if volunteers are given 
priority in this respect over ward personnel—who are in more 
constant need—this may be an additional source of ill feeling on 
the latter’s part. By and large, volunteers cannot get the necessary 
support and reassurance and are sometimes disturbed and upset 
by the patients. This may result in withdrawal from the program 
or the restriction of activities to certain patients. On the whole, 
group recreational programs are less taxing emotionally, the volun- 
teers support each other, and less supervisory time is needed. 

An active and viable volunteer program is a good index of a 
hospital’s willingness to bring the community into the hospital. 
The spontaneity of the volunteer is an antidote to institutional 
routines. In addition, the presence of these outsiders may encour- 
age more professional and responsible attitudes and behavior 
among ward personnel. With all this, the possibility of a profound 
impact on patients and hospital-community relations appears to 
be a function of the ways in which volunteers are integrated 
within the over-all treatment program. Where the volunteer be- 
comes a full-fledged member of the psychiatric team with his own 
distinctive role, one may expect the usual difficulties that attend 
the introduction of any new role to the still stumbling and un- 
steady team. Some practitioners believe that anything less than 
this, however much easier it may be, may also be less useful in 
advancing the hospital toward its major objectives. 

Although they are not usually considered part of hospital pro- 
grams, visitors often function in the same way as volunteers with 
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regard to the objectives of maintaining the patients’ connections 
with the outside world and lessening the desocialization effects of 
hospitalization. By and large, regulations and restrictions make 
it difficult for visitors to see and be with patients. Recently some 
hospitals have relaxed their rules and now permit visitors any 
day of the week, at any time of the day, and for as long as they 
would like to stay. Preliminary reports indicate that expected 
extra problems for personnel have not materialized and that visit- 
ing is itself a less tense situation since there is no need to cram 
everything into the two or three hours per week that were previ- 
ously allotted. These efforts to stimulate visiting and the volun- 
teer programs we have been discussing involve bringing persons 
from the community into the hospital for the benefit of patients. 
Among other types of programs with similar objectives are those 
in which the patient leaves the hospital in order to participate in 
outside activities. Many standard programs in mental hospitals are 
of this form, such as excursions to baseball games, movies, and so 
forth. However, their extensive use within the specific context of 
trying to prevent desocialization rather than just to give patients 
something to do seems to be a more recent development. 

‘The meaning and the consequences of these programs vary con- 
siderably depending on a number of variables, such as, for ex- 
ample, whether outside volunteers are used as escorts or whether 
members of the hospital staff accompany the patients. It may be 
noted that, although volunteers readily come into the hospital to 
work, they apparently are not so ready to take patients out of the 
hospital with them on excursions or for participation in commu- 
nity activities. In part for this reason, some hospitals report that 
it has been difficult to develop extensive programs where volun- 
teers play an active role in re-introducing the patient to the nor- 
mal routines of the outside world through such activities as taking 
a patient home for dinner or bringing him as a guest to meetings 
and social affairs of community organizations. The degree of ac- 
tive participation that is required of the patient is also an impor- 
tant factor. For example, is he simply a spectator, as at a ball game, 
or does he have to interact directly with other people, as he might 
at a church supper. 
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If volunteers are used as escorts, there is likely to be little direct 
impact on the social organization of the hospital itself. Problems 
will generally revolve around questions of scheduling or the de- 
eree of interference in ward routines. On the other hand, if staff 
members accompany patients, then this may alter their role to an 
appreciable degree. They are no longer guards but escorts, and 
they now represent the hospital. In some respects the job change 
in bringing them out into the world may make the situation more 
interesting or more pleasant for hospital personnel. On the other 
hand, the change may also make their jobs more difficult since the 
structural and environmental supports of the hospital are no 
longer present and the new situation may be less satisfying to old 
institutional hands. 

Usually volunteer programs are tacked on to a traditional hos- 
pital structure. Sometimes, however, this orientation comes to 
dominate the over-all perspective of the institution, in which case 
the potential effects on the social organization of the hospital and 
its relationship to the community are considerable. In extreme 
cases, aS in One small private hospital we visited, every effort may 
be bent toward preventing the hospital from becoming an inde- 
pendent entity fully separated from the community, and great 
value is placed on maintaining an intimate functional interde- 
pendence between the hospital and the community. As an ex- 
ample of this, certain recreational programs are not undertaken 
on the hospital grounds so that patients and staff will be forced 
to go into the community for their play or exercise. ‘The resulting 
interdependence between the hospital and the community and 
the associated increase in interaction are believed to help prevent 
the desocialization of patients. 

When we turn to programs that emphasize direct benefits to the 
community, we usually find that the services reflect the specific 
psychiatric function of the hospital and are directed toward com- 
munity mental health problems. But in a few instances more gen- 
eral services are provided. For example, the hospital’s beauty par- 
lor or its laundry may be used by residents of the community. In 
one private hospital, extra building space is rented to community 
service agencies and the gymnasium is used for practice and games 
by the high school basketball team. All this is quite rare, however, 
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and, on the whole, when the community makes use of the hospital 
it is as a general psychiatric resource. 

There is great variety among existing programs of this kind. 
Some are broad mental hygiene programs and may include such 
things as lectures by hospital psychiatrists to formal and informal] 
community groups on principles of mental health. Or the hospital 
may offer specialized forms of psychiatric consultation to social 
agencies, courts, schools, and so forth. Departments of psychiatry in 
teaching hospitals have been particularly active in this. For ex- 
ample, one department we visited not only served all of the in- 
patient facilities (private, state, and VA) but staffed most of the 
out-patient clinics; it consulted actively with courts, agencies, and 
public health organizations and gave formal psychiatric instruc- 
tion and consultation to other medical specialists and nonmedical 
community professionals. (Conversely, one also finds that hospitals 
occasionally make systematic use of certain specialized community 
resources, such as the departments of vocational rehabilitation or 
the visiting nurse association.) 

Activities that broaden the perspective of hospital personnel 
might be expected to affect their work with patients and the hos- 
pital’s organization itself. This possibility and the general increase 
in the community’s understanding and support of the hospital’s 
programs may bring it about that programs for the benefit of the 
community end in benefiting the patients. 

In any case, all these developments have the effect of opening 
the hospital more and more to public view. Volunteers, for ex- 
ample, may begin to ask embarrassing questions, newspaper re- 
porters to doubt the official news handouts, public forums may 
inquire into hospital policies. 

The hospital and the mental patient in the end would be 
brought into the foreground of public consciousness, and the com- 
munity may enter into more responsible participation in the gen- 
eral problem of helping the mentally ill. 


Discussion 


Some practitioners judge a program to break down barriers be- 
tween hospital and community by its bearing on the wider context 
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of the community’s psychiatric needs and resources; others by its 
effect on the definition of patient. To anticipate correctly the 
long-run consequences of a given program, we must know which 
of the two desiderata is being emphasized. 

In many discussions of barriers separating hospital and commu- 
nity it 1s difficult to determine whether the referent is the barrier 
between the state mental hospital and private practitioners, be- 
tween the psychiatric profession and the lay public, or between 
patients and non-patients. Naturally, the differences among vari- 
ous barriers and the different possibilities that accompany their 
removal must be made clear before an evaluation can be made of 
any given program. In most hospitals new developments of the 
type we have described in this chapter are introduced and evalu- 
ated largely in terms of their relevance for and contribution to the 
hospital’s traditional objectives of the care and treatment of hos- 
pitalized patients. It is rare that programs to break down barriers 
are viewed almost entirely as expressions of a fundamental shift 
in the hospital’s focus from inside the institution to the outside 
community, and examples in this country are difficult to find. 
An English hospital, however—one of several—exhibits a variant 
of this new orientation, the Mapperly Hospital at Nottingham (Mac- 
Millan, 1958). Here the hospital has in effect been given formal 
responsibility for the mental health of the city’s population and 
is the administrative center of a comprehensive psychiatric pro- 
gram that includes a variety of out-patient facilities as well as the 
in-patient service. Here a number of the barriers we have been 
discussing between institution and community are being attacked 
simultaneously. In large part, this seems to be a function of the 
inclusiveness of the hospital’s responsibility and of the high level of 
administrative integration of facilities. The flow of patients be- 
tween the various psychiatric facilities takes place unimpeded by 
red tape and jurisdictional problems. One important gain to the 
patients is that in-service hospitalization has become a much less 
significant part of treatment. Thus, MacMillan (1958) notes: “Ad- 
mission to hospitals is not always the correct answer. . . . Now, 
our mental health service is based on the domiciliary community 
work and on the out-patient service with short-term admission to 
hospitals as required for treatment or rehabilitation.” 


Barriers between Hospital and Community 159 


Two characteristics of American psychiatric practice bear di- 
rectly on the ease with which hospitals may undertake compre- 
hensive community psychiatry. These are the split between pri- 
vate and public psychiatry and the existence of independent facili- 
ties, each with its own coverage and responsibility. Any major 
change in the functions of one facility has immediate effects on 
others, and an expansion of the hospital’s functions might be 
resisted by the other facilities as an undesirable intrusion on their 
traditional preserves. 

It is unlikely that the administrative pattern developed at Map- 
perly Hospital will be exactly duplicated in this country. Pro- 
grams of hospital-based community psychiatry in the United States 
will probably be less comprehensive, although something similar 
may develop in regions where there are few private practitioners 
and other psychiatric facilities. However, practitioners often refer 
to the English system as a model and discuss existing and proposed 
programs without taking notice of differences between the two 
countries. For example, it is evident from our observations that 
a hospital may multiply the number of its services and orient its 
efforts in terms of community psychiatry and yet reach only a 
small and socially restricted section of the local population. That 
is, there may be an increase in the intensiveness of coverage given 
to its traditional clientele but very little extension to new persons 
or community groups. For example, a state hospital may introduce 
a day hospital, a child guidance center, or a half-way house, each 
of which will permit more flexible programming of treatment, 
but the hospital may still be serving only the same group of 
people. The same is true of the expanded programs of private 
psychiatric hospitals and psychiatric sections of general hospitals. 

What is the hospital’s community? Sometimes it is viewed as 
the geographic region; sometimes the patients’ relatives, or the 
community’s professionals; and sometimes the community is seen 
as an amorphous and undifferentiated mass or a homogeneous and 
unitary social system. This obscures some difficult problems in the 
re-integration into the community of the psychiatric hospital and 
the attendant expansion of its functions. Full understanding of 
the implications of barrier-removal requires detailed specification 
of the particular section of the community to be involved—be it 
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a socio-economic class, an ethnic group, or an age category—and 
of its relation to the particular facility and the other psychiatric 
resources. For example, a private psychiatric hospital that extends 
itself into the community through a variety of programs can hardly 
be considered as engaged in comprehensive community psychi- 
atry, regardless of the merits of the programs, as long as it con- 
tinues to channel particularly difficult or potentially chronic pa- 
tients to the state mental hospital. 

Thus, paradoxically, efforts to remove the barriers may have the 
effect of reinforcing the differential use of psychiatric facilities. 
(Hollingshead and Redlich, 1958.) These and other unantici- 
pated effects may accompany the programs if practitioners remain 
unaware of and are unconcerned with some of the differences in 
emphasis and context that we have been discussing. 

With regard to our second issue, the significance of being de- 
fined as a mental patient, many practitioners assume that it would 
be beneficial to remove or lessen the distinction between patient- 
hood and non-patienthood. The objective is particularly associ- 
ated with the developments that permit a “quasi-patient’”’ status, 
such as in day or night hospitals, or with procedures that facilitate 
entry and exit. 

The distinction between being and not being a patient is not 
always clearly separated from the more general notions of barriers 
between the hospital and the community. Sometimes, for example, 
it is assumed that facilitating entry and exit from the hospital 
makes an inmate less of a patient. However, it is one thing for 
a hospital to facilitate various forms of movement in and out of 
the hospital, and another for the patient not to know when he 
is an in-patient and when he is not. In the first instance, the hos- 
pital is attempting to prevent certain negative consequences ap- 
parently due to the traditional “patient role,” with its rigid isola- 
tion from normal community life. In the second instance, the 
hospital is attempting to prevent the development of any in- 
patient role whatever and in this way may hinder the recognition 
by the person of his illness and his situation—a recognition be- 
lieved by some practitioners to be a prerequisite for therapeutic 
progress. Confusion in the rationale and processes of entry and 
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exit make it difficult to determine the exact significance to pa- 
tients of giving less importance to hospitalization or to assess the 
comparative importance and relevance of the components of a 
comprehensive program in psychiatry. For example, MacMillan 
(1958) notes the advantages of an integrated and comprehensive 
program: continuity and flexibility of care, treatment without 
damage to the patient’s self-respect, maintenance of personal links 
between the patient and his family and community, and the fuller 
acceptance by the community of the hospital. Since it is unlikely, 
for reasons we have previously noted, that an integrated mental 
health service on this model will develop in this country, we 
would not expect all of these benefits. Therefore, it is of critical 
importance to isolate and understand the operation of the ele- 
ments of such programs so as to avoid arbitrarily selecting a par- 
ticular feature in the belief that it will produce the full range 
of desired ends. 

The distinction between the roles of patient and non-patient 
has a direct counterpart in the functional boundaries between the 
hospital and other psychiatric facilities. The attack on the prison- 
like atmosphere of the hospital sometimes turns into a general 
attack on the hospital as a special treatment institution. Little is 
known about the limits to which hospital organization may be 
pressed in seeking more adequate systems of patient care and 
treatment; future forms may bear little resemblance to current 
ones. Nevertheless, it appears as fruitful to explore organizations 
where in-patient facilities have distinct functions within interde- 
pendent systems as to move toward the elimination of these insti- 
tutions and the loss of what may well be their special and neces- 
sary work. 

One prevalent hypothesis deserves comment: that the reduction 
in barriers separating hospital and community will lead to the 
democratization of the hospital’s social organization. In other 
words, that the walls between occupational groups in it will be- 
come less rigid as its relationship with the community becomes 
more open, direct, and intimate. However, the psychiatric section 
in general hospitals demonstrates that the reduction of barriers 
separating it from the community is not a necessary and sufficient 
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condition for the reduction of barriers between groups of per- 
sonnel. In general, it appears that many different types of social 
organization in hospitals might all be equally compatible with the 
elimination of barriers to the community. Even where a changed 
relationship between the hospital and community supports pro- 
gressive changes in the hospital’s social structure, we would expect 
the influence to be diffuse and gradual, kept slow by conflicts be- 
tween the old and the new. For social organizations do not change 
easily. Individuals whose relationships constitute the system form 
attachment to the old forms and apprehension about the new and 
are not universally eager for change. 

The deprivation of rights and the enforced hospitalization asso- 
ciated with commitment procedures (and the qualifying condi- 
tions that circumscribe the use and meaning of voluntary admis- 
sions) make a mockery of half-hearted and narrow attempts to give 
the patient “freedom.” He is either free or he isn’t. He and the 
staff both know this. If programs to reduce the separation of hos- 
pital and community are to result in profound changes in the 
relationships between the two, they will have to be accompanied 
in many states by legal changes to preserve the civil and the hu- 
man rights of the patient. This, in turn, will require further 
changes in hospital organization and procedures. 

In closing, we should like to re-emphasize the potential impor- 
tance to patients of the reduced significance of hospitalization as 
part of their program of treatment. Yet we do not understand in 
detail its import for patients and programs of psychiatric care. In 
discussing the trend to break down the barriers between the hos- 
pital and community, it is easy to become involved in the details 
of specific programs and to forget that their essential significance 
is in increasing the therapeutic effectiveness of mental hospitals 
and facilitating the recovery of the patients. We trust that our 
discussion of issues and problems has not obscured this central 
point. 


Chapter 11 


Developing a Therapeutic Milieu 


The “therapeutic milieu” has become a popular concept recently 
in social psychiatry, but its meanings vary. One meaning is com- 
mon, namely, that persons, events, and elements in the patient’s 
environment in the mental hospital can be utilized for his welfare, 
a conception which has accompanied the shift from a custodial 
to a humanitarian orientation (Greenblatt, et al., 1955; Gilbert 
and Levinson, 1957). Recognizing that environmental changes 
sometimes produce marked changes in patients’ behavior, some of 
those in the mental hospital field explored ways of deliberately 
altering specific aspects of the patient’s environment or, in some 
cases, changing the entire social organization.! More often, how- 
ever, only certain aspects of the social organization and only a part 
of the hospital are used. ‘Thus, in some hospitals, promoting cer- 
tain attitudes in the personnel or sponsoring patient government 
or simply opening doors to wards is seen as creating a therapeutic 
milieu. 

Some of the assumptions and conceptions underlying the idea 
of a therapeutic milieu flow from the changing conceptions of the 
etiology of mental illness. Once psychiatric illness came to be 
viewed as a function, in part, of faulty personal relations in early 
life, there followed, at least theoretically, the possibility of delib- 
erately manipulating the relationships in the patient’s environ- 
ment as a therapeutic tool. This conception was extended to the 
more general idea of milieu therapy, which has been defined as 
“procedures directed toward modification of the environmental 
part of the patient-environment process with a view to facilitating 
more satisfactory patterns of interaction—that is, transactions or 
relationships—in this process’ (Rioch and Stanton, 1953). This 
definition includes psychotherapy as part of the patient’s milieu, 
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together with the attitudes of the personnel administering drugs, 
electric currents, and so on, though not the actual procedures 
involved. 

An early source of ideas about therapeutic milieus came out of 
work with institutionalized children. In Vienna, Aichhorn applied 
psychoanalytic ideas in his institution for treating delinquents, a 
line of development continued by Redl and Bettelheim. Anna 
Freud and Dorothy Burlingham, impressed by the adverse effects 
of institutionalization on orphan children during the war years, 
reasoned that if the institutions were more like families they 
would foster healthier psychological development.? 

Ernst Simmel in his sanatorium near Berlin stands out for hav- 
ing recognized that patients generalize transference phenomena to 
persons playing the same or similar role as the therapist, and even 
to the institution as a whole. This suggested to him the extension 
of therapeutic potential from the therapist to those others to 
whom transference is directed (Simmel, 1929 and 1937). 

An early precursor of the therapeutic-milieu procedure was 
moral treatment, wherein patients were treated humanely and 
kindly. Just as today’s practitioners disagree as to whether milieu 
therapy should be a focal or ancillary technique, so did the pro- 
ponents of moral treatment. The principal innovations today are 
the more complex rationales and theories according to which 
different elements of the milieu may be used for therapeutic 
purposes. 

M. S. Schwartz (1957) identifies three orientations as implicit in 
the idea of therapeutic milieu, all of which must be used together 
in some combination if the milieu is to be therapeutic. The first 
orientation relates to the social structure of the institution as a 
whole. The context and atmosphere in which personnel and pa- 
tients interact is bound to affect patients in overt and covert ways. 
Professionals speak of a therapeutic social structure as democratic, 
treatment-oriented, or flexible. The second orientation refers to 
the specific forms of interaction or interpersonal relations that are 
engaged in, facilitated, or hindered. Some consider a milieu to be 
therapeutic if personnel try to understand patients and respond 
to them personally; if they are kind, sympathetic, friendly, and 
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respectful to patients; if they are interested in them and try to 
meet their needs. The third refers to specific effects upon patients 
which the personnel try to achieve. Thus, some believe a milieu 
to be therapeutic when it enables the patient to accept the idea 
that he is ill, to develop insight into the reasons for his illness, to 
correct his distortions of reality, and to derive greater satisfaction 
from his relations with himself and others. 

These three orientations are abstractions from what some 
people think of as a therapeutic milieu. Superintendents and 
other hospital personnel may refer to a milieu as therapeutic 
if there is one or another of these orientations. ‘The comprehen- 
siveness of approach in a particular therapeutic milieu is depend- 
ent on whether it is regarded as a focal or ancillary technique. In 
many hospitals the therapeutic milieu approach is employed as an 
adjunct to other therapies, physical or psychological. Some person- 
nel regard particular aspects of it as suited to certain kinds of 
patients, while still others think of it simply as a way of providing 
a pleasant background for treatment. 

The therapeutic community is a form of the therapeutic milieu 
that aims at the organization and utilization of the total environ- 
ment. In it are included all three orientations mentioned above, 
providing patients with a constellation of therapeutic elements. It 
is hailed by psychiatric leaders as “one of the most exciting de- 
velopments of the past two decades in the management of psychot- 
ics, psychopaths, juvenile delinquents and other mentally ill pa- 
tients’ (Silverman and Silverman, 1958). The most recent form, 
which was developed in England, has been adopted in one version 
or another by many state, county, military, and VA hospitals in 
the United States. Professionals in the field do not agree on a 
precise definition of a therapeutic community, but proponents of 
this approach do share the belief that even the seriously ill have 
a remaining core of sanity, with which treatment begins, and that 
a mental patient can be treated effectively and safely as a dignified 
human being. 

There are other forms of, and attempts to, develop a therapeu- 
tic milieu that are not quite as prominent as the therapeutic com- 
munity approach. Variations in conceptions and forms will be 
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considerably affected by characteristics of the institution itself: by 
whether it is a VA hospital, a state institution, or a private hos- 
pital; by whether it has many or few patients or the staff-patient 
ratio is high or low; by what kinds of patients are admitted; by 
whether the institution has a long history of a custodial orienta- 
tion or is a new one with a reformist base, and so on. Moreover, 
all these circumstances will affect the ease with which additional 
therapeutic milieu elements are introduced. 


Forms of the Therapeutic Milieu 


There is a wide variation among hospital personnel in the spe- 
cific concepts and objectives seen as pursuing the therapeutic mi- 
lieu approach. Measures introduced to implement the approach 
vary from those that serve to “humanize” the hospital situation, to 
those specifically used as treatment methods for a segment of the 
institution, to those that try to deal with the institution as a 
whole. 

The nature of therapeutic milieu varies from institution to inst1- 
tution, depending on where the emphasis is placed. In one, it 
might be on the therapeutic community (Jones, 1953; R. N. Rapo- 
port, et al., 1960), where, in addition to specific measures, a good 
community experience per se is thought to be directly therapeu- 
tic, and the process of adaptation, it is believed, will enable the 
patient to learn techniques that will be helpful in living on the 
outside. In another, it might be on developing one ward into a 
therapeutic milieu, in which patients are given more responsibil- 
ity for the conduct of their own and hospital affairs. 


PROVIDING A ‘“‘THERAPEUTIGC ATMOSPHERE’’ AND 
THERAPEUTIC ATTITUDES 


The referent of the term “therapeutic atmosphere” is vague 
and difficult to specify. ‘The atmosphere of a ward or a hospital 
seems to refer to the emotional climate or ethos, which is regarded 
as having an influence on patients. Attitudes, qualities of relation- 
ships, types of formal structures of wards and of hospitals, and 
physical settings—all are regarded as constituents of the therapeu- 
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tic atmosphere. Despite difficulties in definition and specification, 
many practitioners believe that the therapeutic atmosphere is ‘“‘the 
most important single factor in the efficacy of the treatment given 
in the mental hospital” (World Health Organization, 1953, p. 17, 
para. 4.1.1). Practitioners believe that the preservation of patients’ 
sense of individuality and the assumption that they are trust- 
worthy until their behavior proves the contrary contribute to this 
atmosphere. To create and maintain it patients are to be treated 
as capable of responsibility and initiative and provided with 
planned, purposeful activity. 

The belief that a hospital atmosphere can be therapeutic is 
associated with a general optimism about patient responsiveness 
to treatment; in fact, optimism is itself thought to contribute to 
the therapeutic atmosphere; but there is no evidence that this 
therapeutic atmosphere is “the most important single factor in 
the efficacy of treatment,” and all that can be said is that those 
who have put these ideas into practice believe them beneficial. 

The actual activities organized depend on such things as the 
hospital’s size and the freedom of its administrators to institute 
programs. However, measures may be categorized depending upon 
whether they are directly aimed at (a) patients, (b) personnel, or (c) 
the physical setup of the hospital or ward. 

Patients. Some hospitals explicitly use certain general, nonspe- 
cific measures that are regarded as “good” for all patients; for 
example, a continuous and stable social structure in which they 
are given a certain degree of general acceptance, some education, 
and some opportunity to discharge their energies in nondestruc- 
tive activities (Rioch and Stanton, 1953). Here the personnel im- 
press upon the patient that he is still a person, even though sick, 
and encourage him to exercise initiative. The educational efforts, 
too, are designed to lead him to new ways of thinking and relating 
to people; for example, the patient who comes from a broken 
home and feels disliked and rejected is helped to develop a sense 
of belonging through living in such an accepting environment. 
Merely seeing how other patients and personnel behave with each 
other may help him to change his attitudes. 

Nonspecific activities and attitudes such as these can be and are 
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used in large hospitals with unfavorable staff-patient ratios. In- 
deed in many large VA hospitals and in a few state hospitals the 
therapeutic atmosphere or milieu is usually used as background 
or an ancillary technique of treatment, while major emphasis 1s 
placed on specific treatment procedures prescribed by the doctors. 

In some hospitals, or wards in them, the therapeutic atmos- 
phere is provided specifically for certain types of patients. For 
example, some practitioners maintain that schizophrenics should 
be treated in an atmosphere of firm and consistent discipline and 
made to participate in certain activities—rather than be treated 
permissively, as elsewhere proposed—the object being to help 
them learn how to behave appropriately after discharge.? Thus, 
in one hospital we visited, if a patient who is supposed to go to 
industrial therapy should refuse, his name is posted on the bulle- 
tin board as a defaulter. In this way he is exposed to continuous 
pressure to conform to the norms of the ward. 

In still another use of particular approaches toward individual 
patients, the personnel may decide among themselves or be in- 
structed to deal with the patient affectionately or permissively or 
in a withholding manner on the assumption that that is what he 
needs to improve. (For discussion of the use of the interaction 
prescription, see pp. 126-28.) 

Personnel. It is widely held that a happy staff, working as a 
team to help the patient get better, contributes to the therapeutic 
climate. Although there is no conclusive evidence to show that 
this is actually true, there are at least indications that a divided 
staff may have adverse effects. (Stanton and Schwartz, 1954, Chap. 
15.) 

Various measures may be activated to improve staff morale. 
Communication channels between patients and staff groups and 
among the various staff groups may be opened up; the importance 
of team work may be emphasized, with each profession regarded 
as important in the over-all therapeutic effort. 

Physical Conditions. Not only are good surroundings seen as 
directly therapeutic; but it is felt that the hospital should not be 
an unpleasant place that is depressing or punishing. Thus, more 
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and more hospitals of all sizes, whether or not they emphasize the 
therapeutic milieu per se, try to provide cheerful wards, pleasant 
buildings, wholesome food, and various recreational facilities. 

Yet it seems that where the therapeutic atmosphere is most 
stressed, a minimal standard of physical conditions is taken for 
granted, and more attention is given to the social relationships 
and other aspects of the social environment. Thus, in some hos- 
pitals, it is thought more important for patients and staff to work 
together “making something” than for pleasant physical condi- 
tions just to be provided. (See p. 180 for a discussion of the impor- 
tance of the physical environment.) 

Consequences and Implications. Providing a therapeutic atmos- 
phere tends to break down the widespread belief that the mental 
hospital is a place where dreadful things happen to people. And 
thereby another objective discussed above is achieved at the same 
time: breaking down the barriers between the hospital and the 
community. For when visitors see patients treated like human 
beings rather than as something less than that, it encourages con- 
tact. Relatives are less reluctant to visit in the pleasanter atmos- 
phere, and people in the community grow more willing to help 
patients in the hospital. All this may lead individuals to use the 
- hospital more readily when ill; and, once in the hospital, persons 
in their home community are more likely to maintain continual 
contact with them. All this should work to prevent the desociali- 
zation that hampers the patient’s readaptation after discharge. 
Such consequences, again, would fulfill some of the objectives of 
the therapeutic milieu: the prevention of “‘hospitalitis’’ and the 
increase of patients’ self-esteem. 

Little systematic research has been done on the effects of these 
procedures on patients’ therapeutic progress; however, hospital 
superintendents and other personnel feel that they are beneficial 
for patients. At the very least, certain unpleasantnesses associated 
with the mental hospital need no longer occur: patients are not 
stripped of their self-esteem, they are not made to feel subhuman, 
and they are not given the impression that there is no hope for 
them. However, in different hospitals and wards, different meas- 
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ures are credited with being effective for the same kind of patient, 
and it may well be that the important thing is not the measures 
themselves but the manner in which they are undertaken. 

It is important to observe the differential consequences of meas- 
ures taken for providing a therapeutic atmosphere. For instance, 
one patient may react to increased freedom with increased vio- 
lence, another with increased self-control. Therefore, one should 
understand how a given patient responds to the milieu that he is 
already in before specifically prescribing for him as a certain type 
of patient. Moreover, the same person may react differently at 
different stages of his illness or of his stay in the hospital. If this 
is so, therapeutic planning should not be static but should flow 
from the progress of the patient and his varying responses over 
time. The most appropriate attitude may well be one of explora- 
tion and experimentation. 

As to the personnel, when they have been included in the plan- 
ning and development of the therapeutic atmosphere, their enthu- 
siasm and morale is likely to be high. Where the innovations are 
imposed from above, however, the lower-ranking staff may resist 
the ideas as unrealistic and a threat to their authority over the 
patients. 


BROADENING THE BASE OF 
THERAPEUTIC RELEVANCE 


We use the phrase, “broadening the base of therapeutic rele- 
vance” to refer to an attempt by some practitioners to use the 
therapeutic potential of all persons, relationships, and events in 
the patient’s environment. This, a relatively recent trend, deviates 
from the more conventional notion that only the doctor and what 
he does is of therapeutic relevance to the patient. 

In part, the appreciation of a therapeutic potential everywhere 
and with everyone in the patient’s milieu developed as a matter 
of economy in response to the shortage of highly skilled hospital 
personnel. Consequently, every opportunity was taken to use the 
therapeutic potential of attendants, ward domestics, patients, and 
various others who work in the hospital. Moreover, some profes- 
sionals view all the social relationships possible to the patient in 
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the hospital as of potential therapeutic significance and try system- 
atically to include them all in the program of treatment. 

Various relationships and events are seldom seen as equal in 
significance, though this is sometimes believed; however, what is 
common is the attribution of therapeutic relevance to various 
people and events in the hospital or ward system. ‘The ward nurse, 
the psychiatric technician, maintenance personnel, other patients, 
or even outsiders—all may affect the patient’s therapeutic prog- 
ress. Underlying this conception is the belief that the essentially 
human aspects of these relationships—the contact with other per- 
sons who show warmth, concern, and interest—have beneficial 
effects on the patient. The quality and quantity of these relation- 
ships, while important in themselves, may also limit or enhance 
the therapist-patient relationship. These ideas, when put into exe- 
cution, lead to many changes in the hospital’s administration and 
professional services, for they amount to an attack upon the rigid 
staff hierarchy and division of labor and the passivity of patients. 

In broadening the base of therapeutic relevance many aspects 
of the social structure of the hospital or ward require changing, 
and change becomes their conspicuous and constant characteristic. 
_ Sometimes it is assumed that certain kinds of structural stability 
reinforce the patient’s illness and change itself is beneficial. Old 
things in the hospital are looked at in new ways. The various 
professional groups take on new functions and relinquish old 
ones, and some functions and activities, while they may not be 
changed, now come to be defined as therapeutically relevant. 
Thus, for example, recreational activities formerly regarded as 
merely diverting may now be considered an integral part of ther- 
apy. With this may go a tendency to increase the range of what 
is identified as the treatment unit. Treatment is now focused on 
as many aspects of the patient as possible, on a wide range of his 
relationships and no longer exclusively on physiological disease 
or psychological conflict. 

What questions and dilemmas must be faced, as a consequence 
of trying to introduce a therapeutic milieu? 

First, hospital personnel and administrators now must decide 
the most appropriate division of labor among professionals and 
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between personnel and patients in the therapeutic endeavor. How 
much specialization should there be? Who should and can give 
treatment? How should responsibility for therapeutic activity be 
divided? Who should make various administrative and therapeu- 
tic decisions affecting the patient’s care and treatment and his stay 
in the hospital? So far, these questions have been answered differ- 
ently in different hospitals and situations. The changes made in 
broadening the base of therapeutic relevance have not yet resulted 
in much institutionalization of new functions and activities; for 
instance, they have not yet been incorporated in training pro- 
grams for nurses and doctors. The new functions or changed 
meanings are variously distributed in hospitals and not yet 
claimed as the property of any particular profession, except lo- 
cally. For instance, in a VA hospital, the question whether or not 
a nurse could run group therapy sessions depended on whether 
she had time for them and not on the propriety of her doing so. 
In contrast, in a nearby state hospital, the idea of nurses conduct- 
ing group therapy was unheard of. 

Change within a hospital may itself be disorganizing unless it 
proceeds in a stable context. Thus, one problem is to avoid dis- 
organization when one is counteracting apathy. Others are to 
introduce and maintain an innovation so that it makes a signifi- 
cant therapeutic difference and to pace the transition from one 
stage to the next. 

In reading the literature on the therapeutic milieu and hearing 
its proponents discuss it, we get the impression that the new ways 
of organizing activities are much less specialized and compart- 
mentalized than formerly. In the conventional mental hospital, 
the division of labor is highly specialized, tasks are specifically 
allotted, and there is little overlap in the work of doctors, nurses, 
and aides. The current changes are along at least three dimen- 
sions, all associated with the extension of therapeutic functions 
beyond the psychiatrist to others in the hospital. 

The first dimension is the definition of who is therapeutically 
significant for patients. In the conventional hospital system there 
is a pyramidal structure at whose top are the few physicians who 
are seen as the main therapeutic agents. Those closest to the pa- 
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tients, namely, the aides, are regarded as of least therapeutic rele- 
vance. In general, the scope of therapeutic relevance is narrow 
and restricted. But hospitals that provide therapeutic milieus 
think of more and more persons as able to do significant things 
for patients, and this may include the patient population as well 
as several grades of personnel. The newly included categories par- 
ticipate in the hospital careers of patients in different ways, of 
course. One large state hospital, for example, takes the stand that 
patients who have been in the hospital for a long time are of 
potential therapeutic significance to each other. These so-called 
chronic patients share in deciding some important administrative 
issues that affect their treatment. In one small hospital all persons, 
whether professional, semiprofessional, on the maintenance staff, 
or domestics, are regarded as eligible to form helpful relationships 
with patients. Sometimes the professional personnel are able to 
reach a patient only through someone on the maintenance staff, 
and after that they work with him in more conventional ways. 

The question may now be raised as to where and with whom 
should this extension stop? On the basis of what criteria? For a 
given patient, how can one differentiate the therapeutically rele- 

vant relationships from the others and how can one weigh their 
‘relative importance? 

The second dimension relates to what activities and functions 
of patients and personnel are to be regarded as therapeutically 
significant? In some hospitals, as mentioned before, occupational 
crafts now may be prescribed for specific therapeutic purposes. 
Some VA hospitals, being particularly concerned with the thera- 
peutic potential of work, subject selected patients to various de- 
grees of stress until they are able to accept the pressures to be 
expected in regular employment. 

In some hospitals, in the name of therapy, patients are urged 
to lead a more active everyday life, to participate in ward and 
other meetings, and, in general, to avoid just sitting about all day, 
the passive recipients of environmental stimuli. 

What are the essentially therapeutic activities? Opinions differ. 
It may be that the nature of the activity is not as important as the 
manner and context in which it is undertaken. The question may 
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be less one of finding the “right” activity for a patient and more 
one of understanding the uses to which activities can be put. 

Some activities, unlike occupational crafts, involve more ab- 
stract functions, as, for example, participation in making decisions 
about the patient’s treatment career. In some milieu-oriented hos- 
pitals, participation in decisions and the extension of decision- 
making to include lower echelons of staff as well as patients are 
considered therapeutic for the patient. 

Formerly only psychiatrists and clinical psychologists assumed 
the leadership in group therapy sessions with patients, but, in 
various hospitals now, other professional categories may do so. 
We have referred to one VA hospital where nurses run therapeu- 
tic groups, but at a nearby state hospital it was the social workers, 
and, in both, these particular professionals initiated the change 
with the consent of the directing psychiatrist. 

Psychiatrists’ functions are affected, too: other personnel now 
perform some functions similar to theirs. In consequence, the 
psychiatrists are not the omnipotent figures they once were. In 
addition, some psychiatrists are adding more “‘ordinary’’ workaday 
things to their functions. For instance, they play a part in the 
patients’ friendship groups; they participate in committees that 
decide how patients should spend their leisure time. All these 
functions were formerly left to the nursing staff on the ward, but, 
as soon as they appeared important to the patients’ total milieu, 
the psychiatrist saw them as relevant to his function, too. 

The third dimension is: How are therapeutic functions broad- 
ened? Does the extension of therapeutic relevance to others in the 
hospital system lead to an increase in team work? Are the ex- 
tended functions divided among different personnel in the hos- 
pital? Or do different personnel more often work together in the 
interests of a patient? It seems that this joint participation is one 
of the most common ways in which the extension of therapeutic 
functions and relevance is organized. The team of professional 
workers—psychiatrists, nurses, social workers, occupational thera- 
pists, and so on—together may make various decisions about the 
patients’ treatment in the hospital, and, when at various stages, 
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the plans are reviewed, patients may take part and assume some 
responsibility for putting them into effect. 

The responsibility for developing plans of treatment and seeing 
that they are carried into effect ordinarily rests with the psychia- 
trists. But in milieu-oriented hospitals this is often done by all 
the personnel concerned with a given patient, who meet together, 
the psychiatrist being simply one of the group, and arrive at con- 
sensus about the treatment for him. They may decide that the 
special functions formerly regarded as prerogatives of one profes- 
sional group in the hospital should be delegated to another. For 
instance, in one hospital visited, anyone who can “‘reach” a patient 
is encouraged to do so; once the relationship is established, the 
psychiatrist may take over if it seems necessary. On the other hand, 
even where personnel together make and carry out their plans for 
patients, there may remain a clear specialization of functions. 
Thus, if a very regressed patient needs to be clothed and fed as 
a way of forming a relationship, these duties are usually given 
to the ward aide. 

Where interchangeability of function occurs, it would seem that 
there will always be a diminution in specialization between vari- 
ous roles; the boundaries about who can do what become less 
clear and this helps flatten the hierarchy. Such interchangeability 
may present hospital administrators with dilemmas in the use of 
different professional skills as against the over-all “human ap- 
proach.” Where there is an overlapping of skills, that is, where 
psychiatrists, nurses, and psychologists can all do group therapy, 
the problem arises: Who should do it under what circumstances? 
Where skill and training are not regarded as so highly relevant 
from a therapeutic point of view, more stress may be placed on 
anyone and everyone’s human potentials. The overlapping in 
“humanness” may create administrative problems, for no matter 
what role the individual fills, he is believed to have something 
to contribute to some patient’s recovery. Who then will decide, 
and how will they decide, which persons can be most therapeutic 
for which patients? 

Consequences and Implications. These trends raise the basic 
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issue: What is therapy and who can do it? “Treatment” may come 
to be seen as something not very specific, available in many differ- 
ent ways and from many different sources. As little is known about 
the effectiveness of these different courses, experiments may be 
made with many of them in the hope of maximizing help for 
patients. 

As the scope, context, and modes of therapeutic relevance are 
broadened, practitioners face the additional problem of using lay- 
men in helping the mentally ill. The extension of therapeutic 
relevance, including the tendency noted above toward inter- 
changeability of function prevalent in some hospitals, may indi- 
cate only a particular stage, the preface to a reshuffling of the more 
conventional roles and role relationships. After a certain period 
of interchangeability, different lines of specialization and bound- 
aries between roles may emerge. The present attempts to blur 
these boundaries simply may be part of a movement away from the 
old division of labor in hospitals and not seen necessarily as contrib- 
uting to therapeutic effectiveness. In fact, there is some evidence for 
this in at least one private hospital we visited. This hospital went 
through the stage of less differentiation and has now turned to 
defining the functions of different roles very clearly, and, though 
everyone in the system is seen as therapeutically significant, the 
specific areas in which they operate therapeutically have been 
circumscribed. 

When hospital administrators assume that a wide range of 
people and transactions may be therapeutically effective for pa- 
tients, they are faced with the problems of gaining acceptance for 
the resulting change in roles. To the extent that staff involvement 
in therapy increases, the administrator could find himself with 
a new resources problem. Whereas maximizing therapeutic poten- 
tial in the patient’s milieu is regarded as a partial answer to the 
problem of limited skilled resources, carried to an extreme it may 
lead to a new economic problem. When everyone is busily en- 
gaged in “giving treatment,” who will do the more routine tasks? 
If everyone is giving treatment, the problem also arises of inte- 
grating them all and of providing patients with some ordinary 
relationships as a “‘rest’” from treatment. 
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Another problem relates to motivating personnel to become 
more involved in many aspects of the patient’s hospital life. Some 
people in the hospital may not want to be so closely involved with 
patients. Also, increased involvement may result in increased dis- 
turbance on the part of some staff members. How can one insure 
that they will be helped with such disturbance? If they can be 
motivated to participate in the desired way, a further resource 
problem arises as to who should supervise, help, and train them 
on the job. And, where will the funds and personnel come from? 

The vested interests in the present division of labor are likely 
to present obstacles to the further extension of therapeutic func- 
tions. A problem that merits serious study is the anxiety attend- 
ant upon, and the resistance to, role alterations. 


INCREASING PATIENT PARTICIPATION 


The many ways in which patients’ participation is increased 
may be grouped in three categories: (a) participation in their own 
care and treatment; (b) participation in the administration of the 
hospital; and (c) participation in the therapy of other patients. 

Patients’ Participation in Their Own Care and Treatment. At 
the simplest level this may take the form of providing patients 
with many and varied things to do to keep them from becoming 
excessively passive. In conventional hospitals, to have apathetic 
patients to sit about all day with little to do, simply aggravated 
their feelings of worthlessness and their deficiencies in ordinary 
social interactions. 

Participation to counteract these tendencies may be graded ac- 
cording to the patient’s condition. For example, if he is compara- 
tively withdrawn or disorganized, increasing his participation may 
mean merely getting him to do something constructive outside 
himself, such as painting. As he improves, attempts may be made 
to encourage him in more complex interaction with people in the 
hospital and ultimately with people in the outside world. The 
staff see this active participation by patients in planning and exe- 
cuting their own activities as having important therapeutic effects, 
in particular facilitating their ability to relate to others. 

Some hospital authorities feel that as well as being encouraged 


178 ‘The In-patient System 


to have an active day, the patients ought to be urged to enter into 
activities regarded more specifically as therapy, such as ward meet- 
ings and other sessions in which they can discuss their problems 
on their own initiative, if possible, and play a part in their solu- 
tion. For example, in one hospital an attempted suicide was dis- 
cussed with patients in a ward meeting. The general discussion 
by patients and staff of circumstances leading to the wish to harm 
oneself helped the suicidal patient to gain insight into his at- 
tempt; at the same time, other patients with suicidal impulses 
found they could discuss ways of controlling them.* ‘The outcome, 
it is hoped, will be a new sense of responsibility for their own 
actions that will promote their social recovery. 

Patients’ Participation in the Administration of the Hospital. 
In general, patient government is concerned with formulating 
and transmitting patients’ opinions about the administration as 
it affects them and with organizing their activities. Seldom are 
patients empowered to make important decisions, but they may 
be invited to express an opinion on simple things, such as whether 
the ward should or should not be decorated, and on other, not 
so simple matters, such as admission procedures, visiting hours, 
privileges, and, discharge policies. Sometimes the opinion-forming 
body and the body concerned with the organization of activities 
for patients may be separated. For example, at one small private 
hospital, staff and patients sit together in a committee concerned 
with formulating patients’ opinion and relaying it to higher ad- 
ministrative echelons, with staff acting mainly to discover the 
nature of patients’ opinions. This committee has no power to 
make administrative decisions. In a few instances, patients are 
empowered actually to make decisions about significant aspects of 
hospital operations. 

Patient Participation in the Therapy of Other Patients. Patients 
are now encouraged in some hospitals to do things in small groups 
in order to enhance the feeling of belonging and to bring about 
more intimate personal relationships. In some situations patients 
are encouraged to discuss the behavior and psychodynamics of 
other patients so as to develop insight in fellow patients. Usually 
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such attempts are under the supervision of trained professionals. 
In addition, patients may also be called upon to provide support 
to others who are working through their problems, perhaps by 
giving them friendly encouragement to talk in groups, or helping 
the violent to control outbursts, or guiding the regressed to share 
in ward activities. 

Consequences. This trend aims at increasing patients’ self- 
esteem and at enabling them to carry on constructive activity in 
ordinary life situations. Although there are no systematic studies 
of the direct therapeutic gains from the patients’ participation in 
their own therapy and the directing of their daily lives, leaders 
of these programs feel confident that, for one thing, their self- 
esteem is enhanced. However, it is a question how far this can 
be carried and what are the limits of self-help. Problems of skill 
(relevant also to various professional groups) arise when, as, for 
instance, in some therapeutic communities, patients are encour- 
aged to make interpretations to each other. Unskillful interpreta- 
tions may be harmful; the patients may start competing along a 
new line—as to who is the best interpretive therapist. And learn- 
ing interpretive techniques may not be useful in living outside 

the hospital. Within the hospital, too, participation in each other’s 
| therapy may involve patients in activities they are not capable of 
maintaining or which are more harmful than helpful. This, how- 
ever, can be controlled by adequate supervision, and it may be 
that in the end the gains outweigh the disadvantages. 

Another consequence of increased patient participation is that 
the social distance between patient and staff, especially the physi- 
cian, 1s lessened. The patient is treated less as a child or inferior 
being and more as someone potentially capable of running his 
own life in the world of ordinary people as represented by the 
staff. ‘his works against infantilizing and desocializing influences 
and may more readily prepare the patient for adult social roles 
in society. On the other hand, since reduction of the barriers 
between patients and staff might threaten both, it seems important 
to ask how far it can and should go. 

The measures we have discussed may well facilitate the hospital 
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care of patients from some points of view, but, for them to yield 
the maximum of therapeutic gain, adequate skilled supervision 
must be available, and here a new shortage may arise. Then the 
administrator will have to decide whether the benefits are worth 
the increased expense they entail. 


MANAGING THE ECOLOGICAL-ORGANIZATIONAL 
CHARACTERISTICS OF THE WARD OR HOSPITAL 


Many people who are concerned with the provision of a thera- 
peutic milieu for patients feel that physical aspects in patients’ 
environment should be taken into account and managed. The 
recent concern for the location, size, and layout of wards, work- 
shops, and other significant locales in which the mental hospital 
patient makes his life are illustrative of this trend. To the extent 
that it is thought beneficial for hospital life to resemble life out- 
side, the hospital is made into a version of the society, and ac- 
tivities therein become a rehearsal for normal life. Many who 
subscribe to this view pay attention to physical form, and the 
preferred model of the hospital may be that of a small village 
community with quasi-homes, quasi-factories, and so on, rather 
than that of a small skyscraper. 

The distinctive aspects of this newer ecological-organizational 
orientation may be illustrated by organization of the ward. Wards 
vary according to size, patient composition, security provisions, 
and function. The ward, the “home base” for the patient, usually 
provides for the “‘familistic functions of eating, sleeping, and de- 
velopment of informal, spontaneous, and diffuse relationships” 
(Williams, 1957). Milieu-oriented personnel are often concerned 
with manipulating the physical conditions of the ward so as to 
enhance “primary group” interaction by defining and creating 
wards of optimum size for the purpose. For when face-to-face con- 
tacts are stressed, numbers become decisive. So, too, whether doors 
are kept locked or open may be an issue, as will also the location 
of nursing stations on the ward, the arrangement of chairs in 
group meetings, and whether meals are eaten on wards or in a 
central dining room. 
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Paul Sivadon (1958) has made an explicit statement about these 
kinds of factors. He states: 


A good therapeutic community should offer to the patient an op- 
portunity to enter into whatever kind of group suits his condition, 
whether the group be large or small, homogeneous or heterogeneous. 
The community should also offer him an opportunity to devote him- 
self to the kind of activity which will promote his need for expression 
or creation, whether this be in useful work or in play [pp. 457-58]. 


Sivadon feels that the therapeutic milieu should offer the patient 
multiple ecological-organizational possibilities. While these are 
difficult to foresee, he maintains that one ought, minimally, to 
“maintain under therapeutic control the social organization of the 
group,” and offer the patient a range of possible social environ- 
ments. Although there is no infallible method of promoting the 
spontaneous organization of activities, he feels certain conditions, 
like those of space and density, cannot be neglected. 

Consequences. It is felt that limiting the size of the treatment 
unit facilitates an informal atmosphere, the opening of commu- 
nication channels, and the clarification of different people’s roles 
and positions in the system and enables group process and influ- 
ence to act as therapeutic agents. The staff-patient ratio becomes 
‘Important in influencing interaction patterns, and the optimal 
ratio will vary according to the kinds of patients being treated. 
Thus, a high ratio may be necessary to induce interaction among 
a group of chronic patients who have been in the hospital a very 
long time, whereas the newly admitted may do well with a smaller 
ratio. In addition, where patients are adjuncts in the therapeutic 
program, the ratio of staff to patient may be lowered. 

It may well be that there is also a series of unintended conse- 
quences for patients that flow from a concern with these ecologi- 
cal-organization characteristics: staff as well as patients may be 
involved in the discussions and interactions about rearrangements; 
patient activity may increase; and focusing attention on the effect 
of manipulating these may itself have therapeutic consequences. 
What is manifest is that this interest in the ecological features, in 
contrast with the past, is directly concerned with the impact on 
patients’ emotional and interpersonal lives. 
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General Discussion 


In no other development is the impact of leadership on the 
quality and the form of the program felt more directly than in 
that of the therapeutic milieu. Several characteristics that its lead- 
ers seem to possess in a prominent degree are noted by Hamburg 
(1958), as follows: an intense dedication to the understanding of 
their patients as people and of mental illness; a respect for other 
human beings that pervades their relationships with both patients 
and staff members; a vigorous optimism coupled with a funda- 
mental belief in progress and the perfectability of individuals; 
and a determination often amounting to relentlessness in the pur- 
suit of their goals. 

Hamburg further claims that the programs they initiate share 
certain features consistent with their personal characteristics: in- 
creased interaction, particularly between staff and patients, which 
is often directed to opening previously blocked channels of com- 
munication; democratic insistence on giving a greater voice in 
decisions to those traditionally of low status in the hospital, in- 
cluding the patients; emphasis on groups rather than individuals 
as the focus of study and action; and, finally, an associated atmos- 
phere of movement, excitement, and reform. This similarity of 
personal qualities and attitudes of the leaders may produce a great 
similarity in the interpersonal contexts in which these milieu pro- 
grams develop and in the results of these programs. 

Another possible source of similarity among milieu programs 
appears to be a generalizing effect that often accompanies a spe- 
cific effort. For, if one form or one objective is pursued, pressure 
develops to introduce others. Thus, an administrator concerned 
primarily with raising patients’ self-esteem may find that, at the 
same time his staff has become more involved with patients and 
convinced they are doing something worth-while, they become 
thereby a greater therapeutic force. Or his major effort may be 
toward broadening the base of therapeutic relevance, and this may 
lead to increased participation of the patients themselves in their 
care and treatment. Again, in some self-designated therapeutic 
communities there is a conscious attempt to practice the whole 
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range of forms to some degree and to aim at all the objectives, 
and this, of course, makes the programs alike in the end. 

Programs may resemble or differ from each other in a number 
of general features: whether the therapeutic milieu effort, what- 
ever its specific form, is considered focal or ancillary in the treat- 
ment of patients; whether the objectives of treatment are defined 
as basic personality changes or as changes in the level of role 
performance; whether the hospital milieu as a distinct social and 
cultural unit is conceived and used explicitly as a therapeutic 
instrument; and, finally, whether the milieu program encompasses 
the entire institution or only a ward or subunit. 

By a focal position we mean that the milieu program is used 
as a major therapeutic mechanism. In one variant of it, all types 
of intervention in the patient’s life, including organic and psycho- 
therapies, are included. By an ancillary position, we mean that 
the milieu is no more than the background or adjunct of other 
specific therapies which are thought more important. The milieu 
may help or hinder therapeutic progress, but it is not regarded as 
the source of the main therapeutic effect on patients. 

In making the distinction between intrapsychic changes and 
social role adjustment as objectives, practitioners recognize that 
they do not exist in isolation from each other; in fact, some have 
made serious attempts to relate the two both conceptually and in 
practice. However, there are marked differences in the structure 
and functioning of milieu programs, depending on which is em- 
phasized. 

These two, the centrality of the milieu programs and the major 
objectives of treatment, are theoretically independent. However, 
basic personality change is likely to be the primary objective in 
institutions where milieu programs are only ancillary. Conversely, 
where the milieu is the focal instrument of treatment, increased 
adequacy of role is likely to be the chief goal, and any psychic 
changes that accompany it are incidental. One striking exception, 
however, is the children’s residential institution, for there intra- 
psychic changes are major objectives within programs that appear 
also to give importance to the milieu. 

One reason that both treatment approaches are not usually 
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given equal emphasis is, according to some practitioners, because 
social milieu forms of treatment compete with psychotherapies. 
In some instances, milieu programs were developed as less expen- _ 
sive substitutes for intensive psychotherapy; in others, milieu pro- 
grams are used to demonstrate new developments—as, for ex- 
ample, in advanced teaching and research institutions previously 
committed to individual psychotherapy. 

To view the social milieu as the major or focal therapeutic 
mechanism is to think of patients in terms of an entirely new 
framework. For example, as more and more aspects of the pa- 
tient’s world and experience are taken into consideration in the 
treatment process, it becomes possible to use more persons, in a 
variety of roles, as systematic therapeutic resources. Along with 
this the patients’ specific difficulties in social relationships and 
adaptation now move into the foreground of attention. As a con- 
sequence, adequate role performance becomes the goal rather than 
intrapsychic change. 

A third variable that influences the functioning of any specific 
milieu program is whether patients and personnel are explicitly 
regarded as a social unit with certain group characteristics that 
have their own therapeutic possibilities, in other words, as a social 
system with a structure, norms, and cultural values that are rela- 
tively independent of any particular individual. What use, if any, 
is made of this conception to understand and to direct the thera- 
peutic progress of patients? For example, are patients involved in 
cooperative activities on the assumption that functional interde- 
pendence will have certain therapeutic consequences? Is the exist- 
ence of group norms that permit or foster the expression of certain 
forms of behavior thought helpful to patients? 

Sometimes the “community” is the primary value in the milieu 
program, and the rest of it is seen either as specific techniques that 
express the general community pattern or that have very specific 
functions. In other settings, the therapeutic use of community 
processes is seen as but one technique among others that together 
constitute a milieu program. 

Almost all the new hospital programs that we have seen are 
restricted to subunits or, in some cases, to single wards, and this 
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is also true of therapeutic milieu programs. And it is quite com- 
mon for the functional and administrative requirements of the 
institution to conflict with the requirements of new programs in 
one of its subparts, but it is especially so when the innovations are 
therapeutic milieu programs. The radical alteration of traditional 
roles of patient and staff that the new ideas entail may end by 
making the unit with the therapeutic milieu program the scape- 
goat of the rest of the hospital. Often at first this bolsters the esprit 
de corps of the milieu staff, which, faced with a common enemy 
and sharing a common fate, responds to attack by blaming their 
difficulties on the larger institution. This hinders a realistic assess- 
ment of the program and in the end may have damaging effects. 
Further, for the milieu staff, alienation poses so difficult a problem 
that they may end it by dissociating themselves from the program 
so that they can regain acceptance by their professional colleagues. 
Indeed, the prevalent conception of the milieu or community as 
a closed social subsystem as well as the relationships between it 
and the total institution call for careful examination. 

While bearing in mind the general point that particular milieu 
forms vary widely, each case providing a unique constellation of 
_ circumstances and emphases, it may be instructive, nevertheless, to 
examine one institution in detail. Our example is an institution 
that differs in a number of important respects from the others, 
especially in that its milieu program tries to encompass the entire 
institution. 


AN EXAMPLE OF 
A COMPREHENSIVE THERAPEUTIC MILIEU 


Hospital A is a small, private hospital having less than one hun- 
dred in-patients. It is an open hospital, with a high staff-to-patient 
ratio, and a large proportion of its staff consists of highly skilled 
professional psychotherapists. Most of the patients are borderline 
cases and not severely disturbed. 

Its milieu program is particularly comprehensive and encom- 
passing in that the entire hospital is used as an inclusive social 
system with a number of interdependent parts, and the totality is 
seen as the potentially therapeutic milieu for patients. The milieu 
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program and individual psychotherapy are seen as equally impor- 
tant and complementary. Thus neither approach is ancillary, and 
both personality change and role performance are considered im- . 
portant. The view that the milieu is equal in therapeutic potency 
to psychotherapy is associated with a theoretical position which 
asserts that basic personality change may result from certain forms 
of social participation as well as from individual psychotherapy; 
that the types of changes that take place in individual psycho- 
therapy and in the milieu program are often different from each 
other; and that there are some fundamental changes that can take 
place only through certain forms of social involvement and par- 
ticipation, and, therefore, the milieu is not simply a substitute for 
psychotherapy but a different form of treatment with different 
possibilities for personality and role changes inherent within it. 

‘The most general and prominent characteristic of Hospital A 
is an elaborate, differentiated community structure that clearly 
marks out functions and roles for persons and subunits. Patients 
and staff persons engage in a multiplicity of role relationships 
with each other, but not all roles are equally available for all, and 
distinctions are maintained between patients and staff and among 
various types of staff persons themselves. In other words, while all 
persons in the institution have responsibilities to each other and 
the community as a whole, the several responsibilities are distin- 
guishable from each other and depend on differences in compe- 
tence, need, and formal position. The underlying orientation is 
to give the patient an opportunity to participate in a variety of 
positions in different areas of living—work, democratic decision- 
making, and psychotherapy. It is felt that patients should partici- 
pate in many areas outside the hospital and that the relationships 
in all the areas together make up a person’s pattern of social inter- 
action. 

The model is that of a modified representative democracy with 
community roles characterized primarily by position and function 
within this type of system. The community’s business is conducted 
through an elaborate system of committees that establish, organ- 
ize, and coordinate recreational and productive activities and de- 
vise formal rules to regulate social relationships within the hos- 
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pital. Patients are elected as members to the committees from 
small subunits, and they maintain a high level of participation in 
the initiation and execution of the community’s programs. The 
ultimate responsibility of the medical director for the institution’s 
place in the larger society is explicitly recognized, but he is not 
included in the governmental machinery except as the final au- 
thority on specific questions, although all others have a place on 
the committees. 

In addition to the relatively relaxed atmosphere and the non- 
punitive attitudes, there are special features in Hospital A that 
derive from the “political” concept of the community. All persons 
in it have equal responsibilities and rights as community citizens, 
for it is assumed that, regardless of emotional condition, patients 
can take responsibility for their daily lives. And this works toward 
other goals, namely, increasing the self-esteem of patients, prevent- 
ing “hospitalitis,” and providing corrective emotional and learn- 
ing experiences. 

The hospital, defined as a differentiated social system, has a 
counterpart in a view of personality as a system, one in which 
pathology may involve only certain parts or levels rather than the 
_whole personality; thus more use is made of the intact portions of 
the patient’s ego than is usually the case. Simultaneously the pa- 
tient is also given individual psychotherapy. Each of these ap- 
proaches focuses on different aspects of the patient’s illness and 
engages different motives and strengths. Therefore, a great deal 
of pressure can be brought to bear against patients acting out a 
“sick” role in the community situation. The milieu program re- 
quires that possibilities be maximized for normal social relation- 
ships among patients. Social interactions based on assumptions 
that one or the other party is “sick” are thought to be untherapeu- 
tic. Apparently, the fact that certain aspects of the patient’s path- 
ology are “engaged” in the individual psychotherapeutic situation 
makes it more possible for patients to respond adequately to the 
reality demands of their daily life situation than would otherwise 
be the case. This is in contrast with other therapeutic milieu pro- 
grams where the distinction between “healthy” and “‘sick’”’ parts 
of the patient’s personality is not made use of—a usual situation, 


188 The In-patient System 


where the milieu is the focal form of treatment. In these programs 
little or no emphasis is placed on individual psychotherapy, and 
all aspects of the patient’s personality are seen as involved in his | 
pathology, and all his relationships and activities are treated as 
relevant parts of his participation in the milieu program. Since 
all relationships and situations have similar therapeutic potential, 
distinctions are not made among different types of therapeutic 
processes and effects. Under these conditions it is possible to ex- 
cuse a patient’s irresponsibility to the community or his lack of 
participation in required activities as a function of his sickness, 
and he may be permitted to act out his “‘sick” role in the commu- 
nity. This is not true in Hospital A, where excuses from commu- 
nity participation and responsibility are granted only under spe- 
cial conditions for restricted periods of time and where, in order 
to remain in the hospital, the patient must show that he has the 
capacity to perform adequately as a citizen. 

In Hospital A the form that we have called “broadening the 
base of therapeutic relevance” has special features associated with 
it. In particular, neither patients nor staff are engaged in using 
specific techniques of psychotherapy as forms of interaction with 
each other. In many therapeutic milieu programs all persons and 
events in the patient’s environment are believed to effect move- 
ment toward psychological health, and this is sometimes trans- 
formed into the notion that the model for dealing with the pa- 
tient should be psychotherapy. This “fantasy of life as one great 
psychotherapeutic hour” is discouraged in Hospital A. The funda- 
mental conception here is that different relationships have differ- 
ent types of therapeutic significance and that these different types 
are each important. 

In our discussion of Hospital A we have ignored its special 
problems, such as the need to deal with the continued attractive- 
ness of the “sick’’ role for the patients, and we have not com- 
mented on several broad questions, such as the possibility of the 
wider application of such a model with its high demand for skilled 
personnel. It seems that, to a large extent, some of the serious 
problems that plague milieu efforts originate in the assumption 
of an inherent incompatibility between individual and group 
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processes and goals. Attempts are made at Hospital A to avoid this 
problem by granting to group and individual processes equality 
in importance but functionally different parts in treatment. This 
constitutes one form of resolution of certain dilemmas in practice 
raised by milieu programs that tend to concentrate on either the 
group or the individual alone. 


Chapter 12 


Problems and Issues of 


the In-patient System 


In the last three chapters we discussed three themes with which 
practitioners in mental hospitals at present are occupied: individ- 
ualizing care and treatment, breaking down the barriers between 
hospital and community, and developing a therapeutic milieu. 
We view these themes as important trends—though not the only 
significant trends—in the field of mental hospital care and treat- 
ment. We have used them to analyze new practices and programs 
being introduced in mental hospitals and to discuss some of 
the assumptions and problems involved in trying to change the 
mental hospital in accordance with these new ideas. 

For the purpose of analysis we discussed these trends separately. 
In practice, however, programs that pursue one theme ordinarily 
employ processes that we described as characteristic of another 
theme, and achieving the objectives of one program sometimes 
requires the development of one of the other programs. For ex- 
ample, the amount of individualization possible in a particular 
hospital depends, in part, upon the nature of the hospital milieu, 
for some milieus facilitate, while others deter, individualization 
of care. Reciprocally, the ways in which care is individualized con- 
tribute to the therapeutic quality of the milieu. 

Similarly, whether a milieu is therapeutic for patients is af- 
fected not only by the ways in which care is individualized but 
also by the hospital’s relations with the “outside.” Thus, the com- 
munity’s attitudes, wishes, and fears can enable or block the cre- 
ation of a therapeutic milieu, and the kinds of barriers that exist 
between the hospital and community in part determine the gen- 
eral atmosphere and milieu in the hospital. In turn, the transac- 
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tions staff and patients undertake to individualize care, and the 
image and reputation the hospital has in the community as a con- 
sequence of the milieu that it has created, facilitate the relaxation 
or increased rigidity of the barriers between hospital and com- 
munity. 

We are suggesting that developing one set of means or program 
for changing a mental hospital inevitably affects, and is affected 
by, other programs and aspects of the hospital. For this reason, 
these programs should be seen both as separate endeavors with 
unique objectives and modes of procedure and as interrelated 
processes. 

Although we focused on these three themes, it should not be 
assumed that these necessarily are the most effective ways of help- 
ing hospitalized mental patients or that the forms through which 
these themes are instituted are the most effective ways of achiev- 
ing stated objectives. Research has yet to be done on the condi- 
tions under which these programs help, or do not help, patients 
and on the kinds of modifications that might be necessary if they 
are to attain their therapeutic ends. It is hoped that such research 
will help practitioners guard against the assumption that because 
these programs are fashionable and invested with positive affect, 
- they will necessarily facilitate the improvement of patients. 

In this chapter, the themes serve as points of departure for our 
analysis of the conventional state mental hospital as a social sys- 
stem. Here we are concerned with the latent or underlying prob- 
lems practitioners face as they pursue these themes and with some 
basic issues and dilemmas manifest in the mental hospital. We 
ask: What limitations, strains, and contradictions are inherent in 
the conventional, large state mental hospital? What basic features 
of these hospitals are related to the emergence of these new pro- 
grams? Individually and collectively, the themes imply that the 
form and structure of the large public mental hospital does not 
provide the most effective instrument for achieving therapeutic 
objectives. In these huge institutions that house and care for the 
great majority of our hospitalized mentally ill persons, programs 
initiated to individualize care, to break down the barriers be- 
tween hospital and community, and to develop therapeutic mi- 
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lieus must confront basic problems and defects in the mental hos- 
pital social system. From our point of view, the problems are a 
function of both the frame of reference that guides practitioners 
and the social structure that directs the mental hospital’s opera- 
tions. 


The Frame of Reference 


The psychiatric version of the medical-clinical frame of refer- 
ence guides the thinking and the actions of professionals in 
mental hospitals. Dissatisfaction with this perspective and concern 
with its limitations are implied in the theme “‘developing a thera- 
peutic milieu,” although this implication is usually neither pur- 
sued nor stated clearly by practitioners working in these programs. 

From our point of view, the conventional medical-clinical point 
of view seems to be only partially adequate and relevant only in 
segmental ways to the phenomenon ordinarily labeled “mental 
illness.” Because this phenomenon is so complex and because it 
involves social as well as psychological and somatic dimensions, 
an adequate understanding of it calls for concepts from a number 
of frames of reference and for an interpretive framework broader 
than the conventional medical-clinical perspective. Indeed, some 
of the practitioners’ difficulties in increasing their therapeutic ef- 
fectiveness may be a function of their exclusive use of the somatic 
and/or psychological frame of reference in diagnosing and pre- 
scribing care and treatment. This limits their understanding of 
phenomena that may be related to, but lie outside, the knowledge 
and conceptualizations that characterize their conventional frame 
of reference. It also limits their awareness that many solutions to 
their problems might lie in ways of thinking that are foreign to 
their perspective and in areas in which this perspective does not 
permit a search for solutions. 

In making explicit here some of the assumptions behind the con- 
ventional medical-clinical frame of reference and the consequences 
for patient care of its exclusive use, we hope to shed light on the 
reasons for its limited adequacy, the ways in which it might be 
supplemented, and some of the inevitable difficulties that arise. 
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The frame of reference ordinarily used by practitioners is based 
upon two premises: (1) that individuals who exhibit the forms of 
disturbed or unconventional behavior called “psychotic” have an 
“illness” (that is, are “sick’’),! and that the difficulty lies within 
them, in the disordered functioning of their physiological and/or 
psychological apparatus; and (2) that to “treat,” “cure,” or other- 
wise effect a favorable change in this “illness’’ an understanding 
of individual biochemistry, physiology, or psychodynamics is suf- 
ficient. 

From the assumption that certain kinds of deviant or unaccept- 
able behavior are illnesses and those who present them are “‘sick,”’ 
it follows that they belong in mental “hospitals” which should be 
directed by a “medical” staff trained to deal with “pathology.” 
Thus the first premise establishes the rationale for using a hospi- 
tal as the treatment site, medical personnel as the agents of treat- 
ment, and medical-clinical procedures as the means of treatment. 
And these conceptions are cherished although no demonstrable 
organic base has been found for the disorders of the majority of 
the mental hospital’s population: the schizophrenics, manic-de- 
pressives, psychopaths, alcoholics, and persons with character dis- 
orders. Why, then, do many if not most psychiatric personnel be- 
' lieve that severe emotional and mental disturbances are illnesses 
and the conventional medical-clinical approach the most appro- 
priate one? 

One answer is the conviction that, although no organic base has 
yet been found for many disorders, eventually the pathological 
entity will be discovered, for without doubt it exists. In insisting 
on explanations in terms of defective organs or body chemistry, 
psychiatric practitioners thereby preserve a close link with tradi- 
tional medicine. 

Where the psychodynamic rather than the somatic perspective 
is used, practitioners ordinarily maintain that extremely deviant 
behavior in the affective, conceptual, or action spheres is an “‘ill- 
ness” and, again, that the medical-clinical model is appropriate 
and sufficient. ‘This assumption, while it is usually made a priori, 
is sometimes justified by the successes of the psychotherapies (just 
as the justification for the somatic view is sometimes based on the 
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successes of drugs and physical therapies). It is also argued that 
deviant behavior should be viewed as illness because it is poten- 
tially or actually destructive of the self and others and because it 
involves psychic distress or pain. 

When disturbances are labeled “illness,” treatment based on 
the physician-patient relationship will be seen as the most appro- 
priate and efficacious. However, it is not clear why such disturb- 
ances should be interpreted as illness that need “‘treatment” rather 
than as psychosocial disabilities calling for the patient’s reeduca- 
tion or resocialization. Here we question the efhcacy of commit- 
ment to the conventional medical-clinical orientation, exclusively. 
We would argue that practitioners encounter problems in the 
course of treating inmates because their conceptual tools and the 
associated practices are only partially adequate. } 

Another set of explanations for psychiatric adherence to the 
medical-clinical frame of reference is in the nature of psychiatry 
as a profession. ‘Their training and the kind of practice they usu- 
ally undertake lead psychiatrists to take it for granted that dis- 
turbed behavior is illness, to seek data and explanations in accord 
with this point of view, and to resist giving equal weight to alter- 
native or supplementary viewpoints. Resistance stems in part from 
their emotional, professional, and career involvement in the frame 
of reference in which they are trained, from which they derive 
their security and status, and to which they owe their allegiance. 
Psychiatry does not differ from any other profession in this, but 
it is particularly vulnerable because its subject matter includes 
phenomena with social as well as biological and psychological di- 
mensions. 

The second premise is related to the first: When disturbed be- 
havior is viewed as illness, it follows that alleviation of the diffi- 
culty will be based on an understanding of individuals or their 
component parts. ‘This means that the mind, nervous system, or 
chemical make-up of individuals or the “person as a whole” are 
the units of treatment; that biochemical solutions are sought for 
interpersonal problems or that treatment consists of attempts to 
affect the psyche or emotions as if the person were an isolated en- 
tity and the doctor-patient relationship a separate experience in 
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a universe insulated from its social context. Such views of the unit 
of treatment prevent the practitioner from appreciating, analyz- 
ing, and utilizing the therapeutic possibilities of social contexts— 
be they small groups or the institution as a whole. When the psy- 
chiatrist is trained to look for and deal only with inner states— 
organic or psychodynamic—he is blind to the social sphere. And 
if his concepts permit him to think only in individual terms, he 
is unable to conceptualize in social terms and to see the relevance 
of networks of interpersonal relations and the mental hospital as 
a social system for his therapeutic efforts. 

This is not to say that the psychiatrist in the mental hospital 
avoids dealing with phenomena at the social level. He does so all 
the time when managing wards, services, and entire hospitals. We 
simply mean that his frame of reference does not equip him to 
deal with these social phenomena in as sophisticated or therapeu- 
tically effective a manner as he deals with the somatic or the psy- 
chological. The facility he develops in handling social processes 
is derived from experience or common sense; psychiatric theory 
has had little to contribute to the understanding of a complex so- 
cial organization. Since the psychiatric frame of reference is rele- 
vant only to the behavior of individuals, explanations of the work- 
ing of the mental hospital must be couched in terms of individuals. 
Thus, the psychiatrist attempts to understand the hospital’s social 
system as if it were an individual. He sees persons in the hospital 
in their separateness, one at a time, instead of in terms of collective 
structure and patterns, and he therefore deals with the psychody- 
namics of individuals, instead of institutional or group dynam- 
ics. As a consequence of his partial perspective, the psychia- 
trist is often ill-equipped to perform that part of his work in the 
mental hospital that concerns itself with the management of so- 
cial contexts at different levels of organization and complexity. 
He cannot exploit the opportunities available in the hospital so- 
cial organization, nor has he the conceptual framework that will 
enable him to prevent untherapeutic effects of the administrative 
machinery. 

In addition, the conventional psychiatric perspective fails to 
equip the psychiatrist with the conceptual tools to discover the 
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social means for achieving his therapeutic ends. Although he may 
be able to discover the needs of patients in his care and how a par- 
ticular staff member might go about meeting these needs, he is 
ill-equipped to conceptualize or utilize the social processes and 
structures that will make need satisfaction possible; nor does this 
framework give him an awareness of, guidelines for, or knowl- 
edge about the basic social conditions that will permit and encour- 
age, as compared to those that will prohibit or prevent, the meet- 
ing of patient needs. 

Ordinarily the psychiatrist sees the meeting of patients’ needs 
as a problem of changing individual staff members not as a func- 
tion of the total mental hospital system and its parts. For example, 
when he wishes to inculcate “respect for patients” among subordi- 
nate staff, his psychiatric perspective leaves him with two courses. 
If he is organically oriented, he has no theoretical guidelines at 
all; he may exhort staff or appeal to conscience or sympathy. If he 
is psychodynamically oriented, he may suggest individual or group 
psychotherapy, or he may resort to individual conferences with 
personnel in which he uses psychodynamic knowledge and tech- 
niques. In either case, he overlooks the extent to which his ob- 
jective depends upon structured patterns of concern and respect 
penetrating staff-staff and staff-patient relations at all levels of the 
hierarchy. ‘The discovery and creation of these social conditions 
requires a frame of reference for conceptualizing social processes 
and structures as well as individual psychodynamics. 

Finally, conventional etiological explanations and diagnostic 
processes omit any theoretically sophisticated attempt to under- 
stand the social conditions and dynamics that contribute to pa- 
tients’ disturbance, or to designate and classify the patients’ social 
deficits, or to identify the social conditions and particular ingre- 
dients of the milieu that might contribute to a given patient’s im- 
provement. 

These deficiencies in the traditional medical-clinical frame of 
reference have inspired the search for supplements, one being the 
view of disturbed behavior as a defect in socialization or edu- 
cation as well as organic or psychodynamic impairment. This 
leads to a conceptualization of alternative institutional contexts 
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in which help can be given, to the use of a greater variety of per- 
sonnel as helpers, to the designation of a variety of units of treat- 
ment, and to new modes of effecting help. It involves understand- 
ing the patients’ various milieus, including both the immediate 
one on the ward and that of the hospital as a total system. With 
this approach, psychosocial solutions are given as much emphasis 
as biochemical or psychodynamic, and the sociological frame of 
reference becomes as much a part of the practitioner’s armamen- 
tarium as are the organic and psychodynamic approaches. 


Social Structural Characteristics 


Explicitly or implicitly, the programs previously described are 
attempts to grapple with the difficulties that flow from the basic 
structural characteristics of mental hospitals. 


HOSPITAL SIZE AND STAFF-PATIENT RATIOS 


The controlling fact in the state mental hospital is the large 
number of patients and the small number of staff employed to 
care for and treat these patients. Because of patient-staff ratios, 
hospitals must be run as large-scale social organizations, with at- 
tendant bureaucratic procedures. Each of the themes we have dis- 
cussed, but especially that of individualizing care, raises the prob- 
lem of dealing with the pervasive influence of large hospital size 
and small] staff-patient ratio. The consequences of these two char- 
acteristics permeate the entire hospital and make it inevitable 
that the custody-control orientation will dominate hospital oper- 
ation. The staff readily and compellingly falls back on punish- 
ment, restraint, and confinement to preserve social order and set 
for themselves only minimum tasks that will keep patients in line. 

Large hospital size and small staff-patient ratios also lead to 
bureaucratization and the mass handling of patients. The organ- 
ization must be run by rules, regulations, and procedures that ap- 
ply formally to all patients, regardless of individual need. This 
minimizes the possibility of staff knowing patients intimately and 
having significant personal relations with them. Instead, patients 
are handled impersonally as objects, their activities are routin- 
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ized, they are neglected, and they are managed in batches accord- 
ing to the needs of the institution. ‘This is conspicuously the case 
in institutions where the patients number between one thousand 
and ten thousand and where there are as many as one hundred 
patients on a ward managed by one or two attendants. 


CONFLICTING GOALS: CUSTODY-CONTROL 
AND TREATMENT 


Another pervasive characteristic of the large state mental hos- 
pital that hampers the individualizing of care and the developing 
of therapeutic milieus is the obligation to pursue two major goals 
simultaneously: custody-control and treatment. Custody-control 
emphasizes conformity, order, subordination of the patients’ needs 
to institutional routines, and punishment for minor violations. 
In contrast, treatment calls for meeting patients’ individual needs, 
organizing ward procedures for their benefit, and manifesting con- 
tinuing concern that everything undertaken is directly relevant to 
bringing about their improvement. Naturally, these incompatible 
expectations produce strain and continually impede the practi- 
tioner in achieving therapeutic ends. 

If conflicting goals inevitably create difficulties in the mental 
hospital, why are both pursued? Our society assigns this dual func- 
tion to the mental hospital in large part as a consequence of its 
ambivalence toward mental patients. On the one hand, the men- 
tally disturbed person is seen as a dangerous deviant, a threat to 
the norms, and the mental hospital is the social agent for isolating 
and restraining him. But he also is seen as a sick person in need 
of help, and the mental hospital is asked to rehabilitate him so 
he may resume his place in society. 

One consequence of the dual mandate is a split in the staff’s 
ideology and orientation: attendants in general represent custody 
and control, and the professional staff represents treatment. At- 
tendants develop a custody-control culture (a set of institutional 
means and a complex of attitudes) to pursue their goal and to de- 
fend themselves against changes in the established pattern of man- 
aging and controlling patients. For not only does society expect 
it, but hospital authorities also ask attendants to control and store 
patients; and the attendants readily come to view this as their cen- 
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tral function and expect it of themselves. As nonprofessional per- 
sons, they share the layman’s dread, contempt, and disrespect for 
the mentally disturbed and the impulse to punish him, and, since 
they are minimally trained (if at all), they have no tradition or 
background of therapeutic attitudes and norms. Attendants, in 
many ways, are like the patients they handle—in socioeconomic 
status, education, achievement, and value-orientation. Their con- 
stant association with patients provokes anxiety, and their socio- 
cultural similarity evokes fear of being like patients; thus attend- 
ants are easily threatened by patients. This psychological threat to 
the attendants as persons, unrelieved by continued and built-in 
support from the institution, makes it necessary for them always 
to be certain of their domination of patients and to anticipate the 
disruption of routine as a threat to the maintenance of social or- 
der. This, added to the staff-patient ratio, reinforces the need for 
coercive control and for subjugation of patients. Finally, from the 
attendant’s point of view, it is much more burdensome and difh- 
cult to control patients by understanding and therapeutic han- 
dling than it is to maintain a tight rein and a static equilibrium 
on the ward and to cow patients and keep them safely and quietly 
stored away.? 

In contrast, the professional staff is dedicated to treatment goals. 
However, there is a conspicuous gap between their ideology and 
their practice, only in part to be attributed to the power and per- 
vasiveness of the attendant culture. The other part is related to 
the conditions under which professionals are forced to work and 
to the discouragement and disillusionment they inevitably suffer. 
Insufficient professional and nonprofessional staff, large numbers 
of patients, inadequate funds and space, lack of professional stim- 
ulation, the crushing burden of paper and other administrative 
work, the impossibility of playing traditional professional roles, 
and pressures from lower levels of staff mean that control features 
will take precedence over treatment functions. 


THE PATIENT’S ROLE IN THE MENTAL HOSPITAL 


Much in the patient’s role in the state mental hospital is con- 
ducive to desocialization and/or persistent disturbed behavior: his 
membership in a mass, being rejected by the staff, experiencing their 
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disgust and fear, and being made aware of his caste-like position. 
Practitioners introducing new mental hospital programs contend 
with the problems inherent in the patient’s place in the mental 
hospital. 

Even though the goal of the mental hospital is to restore pa- 
tients to normal living, it is difficult for those who have spent a 
long time in it to resume living outside it. The patient gradually 
unlearns normal modes of functioning and acquires a set of atti- 
tudes and habits that unfit him for ordinary living. 

Desocialization is engendered by enforced dependency and pas- 
sivity. In the conventional large state mental hospital, the patient 
is given little or no significant responsibility and little opportu- 
nity to make important decisions; he is subjected to continuous 
orders from others, to regulation for minute aspects of his behav- 
ior, and to severe restrictions of movement. Then, too, having all 
his needs met (though at a minimal level), he has no opportunity 
for productive remunerative work or intimate and meaningful 
relationships with significant others. ‘Thus, there is a severe dis- 
parity between the expectations of him on the outside as an inde- 
pendent, autonomous, and self-directing citizen and his desocial- 
ized role in the hospital; he is not motivated or helped to move 
toward the outside and ends by being unable to conceive of him- 
self as living outside the hospital at all. 

To be a mental patient also means to be immersed in a “sick con- 
text,” in which the large proportion of persons also are disturbed. 
In this sense, too, the social environment is abnormal, and there 
is a greater probability that patients will reinforce each other’s 
difficulties than that they will facilitate each other’s improvement. 
Indeed, it is asking too much to expect a patient to improve in a 
human environment largely populated by persons whose needs 
are as desperate as his own and with whom he can develop little 
normal exchange. ‘This is especially true when he lacks meaning- 
ful activity throughout the day and his psychosocial needs are con- 
spicuously denied fulfillment. 

The patient in the mental hospital is treated, moreover, as if 
being a patient were his only role: all others, for example, father, 
son, worker, student, or citizen, are largely suspended while he is 
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in the hospital, and the person is completely submerged in the 
status of patient. This is reflected in the way the institution deals 
with him, in the attitudes personnel have toward him, and in the 
limitations placed upon him; there is virtually no opportunity for 
an inmate to perform roles other than that of patient. Restric- 
tions are, in part, instituted for the convenience of staff and, in 
part, on the assumption that this will hasten his improvement. It 
is probable that the twenty-four-hour-a-day experience of being 
viewed and treated as a patient confirms this self-image and stim- 
ulates resigned acceptance of it. In addition, the staff sees him only 
in terms of his “illness” and views mental illness as “a disease of 
the total person.” Experiencing the person only as patient tends 
to increase the staff's hopeless feeling about him. This, too, makes 
it difficult for him to leave. 

In more theoretical terms, the role of patient is not adequate as 
a provisional and transitional one. There are no clear means of 
leaving it: no clearly ascertainable bridges or pathways to the out- 
side and no well-defined institutional stages through which he 
passes on his way back to society. This lack of clarity about transi- 
tion points makes it difficult for him (as well as staff) to see how 
_ he can “earn promotion.” The patient role also is an indefinite 
one in the sense that there are no time boundaries to being a pa- 
tient. When staff can neither specify nor explain the course of his 
improvement nor indicate the steps leading to his discharge, he 
cannot foresee the termination of his status as a patient. The vague- 
ness associated with “getting well” may contribute to his confu- 
sion, uncertainty, and despair and so prolong his stay. 

To a significant degree, mental illness entails low self-esteem, 
and many features of hospital experience contribute to the fur- 
ther lowering of it. The patient is at the bottom of the ladder; 
attendants view his status with contempt or disgust, stigmatize 
him for it, and, in general, regard him as something less than hu- 
man. Even when their attitudes are not quite so harsh, there still 
is a caste-like line between the patient and everyone else in the 
hospital, and the degradation is a serious obstacle to his improve- 
ment.® 
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HOSPITAL ATMOSPHERE 


The atmosphere in the conventional large state mental hospi- 
tal is, in part, a product of the custodial emphasis, the disturbed 
population of patients and their feelings of hopelessness, patient- 
staff ratios, and societal expectations and attitudes. Innovations 
in mental institutions contend with a tone and mood that, in gen- 
eral, is a stumbling block to therapeutic efforts. ‘The staff’s apathy, 
their indifference to patients’ needs, their hopelessness about 
the patients, and the sense of resignation and defeat that pervades 
staff-patient relationships inevitably lead to impersonal and in- 
different relationships. And as long as this atmosphere is sustained, 
the patients will remain anonymous, forgotten, and neglected, and 
the practitioners will face an uphill battle in introducing and de- 
veloping therapeutic programs. For this reason, almost all new 
programs directly or indirectly aim at changing hospital atmos- 
phere so as to awaken hope in both staff and patients. 


INSTITUTIONAL RIGIDITIES 


Each of the three themes, and especially the individualizing of 
care, implicitly are concerned with the inflexibility and resistance 
to change inherent in the structure of the conventional large state 
mental hospital. ‘The therapeutic task the hospital sets for itself 
requires a flexible, responsive institution, able to alter its struc- 
ture and modes of operation. Openness to change is called for by 
the heterogeneous population, by the variety and intensity of the 
patients’ needs, by the various stages of psychosocial development 
the patients have reached, and by their rates of progression or 
retrogression; but state mental institutions ordinarily change 
slowly and imperceptibly. 

In the first place, slow change in mental hospitals is taken for 
granted. As they have grown larger and more cumbersome, change 
has become more difficult to effect and manage. For, with the in- 
crease in size come the bureaucratic necessities of large-scale or- 
ganization with its highly developed division of labor and its em- 
phasis on routine, rules, regulations, and the mass handling of pa- 
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tients.‘ Bureaucratic organization perpetuates the view that the 
way things at present are organized is the way they should be or- 
ganized. It focuses on institutional machinery rather than on the 
patients’ needs. Bureaucratic means of insuring the institution’s 
perpetuation become ends in themselves. In addition, once a large 
state mental hospital finds an equilibrium that is relatively ‘“‘trou- 
ble-free,” the staff exerts pressure to maintain it. 

The culture of the mental hospital attendant, emphasizing as it 
does custody and control, tends to prevent, resist, and counteract 
change. The nursing staff perceives new programs or other changes 
as threats to their self-interest and to the social system that serves 
their needs. Their power to sabotage innovations makes them a 
force toward institutional inertia. 

Patients, too, resist change. They are not eager to become de- 
tached from surroundings to which they have grown accustomed 
nor to participate in experiments that disrupt their equilibrium. 

Finally, the very difficulty of introducing and maintaining 
change in institutions discourages practitioners from ‘“‘disrupting 
the established order’; there is always some threat of disorgani- 
zation and loss of control when institutional rigidities are relaxed 
and familiar ways abandoned. This threat of disorganization and 
- of the unfamiliar, with the accompanying fear of the lack of con- 
trol over patients, restricts efforts to effect significant changes in 
the large state mental hospitals. 

As a consequence of these rigidities, few are ready to respond to, 
and capitalize on, change in patients. In addition, fixed struc- 
tures and unvarying processes in the institution may perpetuate, 
reinforce, and “lock in” some forms of pathology and thus con- 
tribute to keeping patients in the hospital. 

These characteristics of the mental hospital are not isolated 
phenomena. They merge and reinforce each other to give the hos- 
pital a recognizable form and tone that presents serious impedi- 
ments to effective therapeutic actions. Although the combination 
of these characteristics produce a nontherapeutic institution, it is 
the large size and an unfavorable staff-patient ratio that constitute 
the basic structural conditions that underlie the state mental hos- 
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pital’s custodial emphasis, mass handling of patients, institutional 
rigidities, apathetic tone, and perpetuation of an untherapeutic 
patient role. 

The implications of our analysis for action by mental health 
professionals lead in two directions. One is to accept the mental 
hospital as the basic institutional form for helping psychotic per- 
sons and then to explore ways in which it can be radically altered 
to eliminate its untherapeutic features. The other is to abandon 
the mental hospital and to develop instead new institutions, so- 
cial arrangements, and processes that will provide a better fit be- 
tween the social system and patients’ needs. 


Part IV 


The Ex-patient System 


Chapter 13 


The Development of Aftercare 


In contrast to out-patient and in-patient care, aftercare is still in 
an initial stage of development. Just as the latter part of the nine- 
teenth century saw the growth of mental hospitals and the first 
half of the twentieth saw the proliferation of mental hygiene clin- 
ics, so the 1950s mark the turning point in post-hospital care. 

Aftercare, that is, the formal help, whether treatment or reha- 
bilitation, given a person who has been in a mental hospital, is 
largely a service in name only. For the majority of ex-patients to- 
day there is little or none of it. Much of what is available is nom- 
inal, rendered in compliance with the law or the policy attending 
the release of patients from state mental hospitals. Yet, never be- 
fore has there been so much interest in helping mental hospital 
patients return to the community. Old assumptions and practices 
"are now widely questioned, and programs are being explicitly de- 
signed for particular types of ex-patients. The old and the new 
now exist side by side so that aftercare is a patchwork quilt of old 
ideas and new theories, with experimental programs implement- 
ing both. 

The absence of aftercare in this country in the past was partly 
the result of the mental hospitals’ view of themselves and their 
patients. Until recently, most state hospitals conceived of them- 
selves as protectors of the community from its mentally ill, who 
were to be locked away. ‘The custodial orientation was related to 
attitudes of hopelessness about curing patients, and it contributed, 
in turn, to patients’ lack of improvement. With this orientation 
one assumed that a patient was either sick or well and that his ill- 
ness was encapsulated within him. Most were not expected to re- 
cover. Recovery was believed to depend on the patient’s self-re- 
cuperative powers rather than on anything done for him. In this 


208 The Ex-patient System 


climate of thought, there was little place for the idea that other 
people or the environment could bring about recovery. Nor could 
there be much concern about post-hospital help in a day when 
patients either left the hospital “cured” or not at all. When after- 
care was given, it tended to be modeled on parole with surveil- 
lance rather than to be regarded as treatment. Even if hospitals 
then had had a different conception of aftercare, there would have 
been little possibility of implementing it, for they had little money 
and few personnel; little help could be expected from community 
agencies which considered the ex-patient to be the state’s respon- 
sibility. But, in recent years, this has gradually given way to a 
more hopeful view of patients’ recovery and release. Three ideas 
in particular have influenced the trend toward providing after- 
care. | 

First, the conception that much mental illness is a function of 
poor interpersonal relationships has been particularly important 
in furthering the belief that continued help in the post-hospital 
period is necessary. As the hospital staff came to the idea that the 
genesis and maintenance of certain disturbances resulted from 
disordered interpersonal relationships, they saw that it was folly 
to treat the patient in the hospital and then return him to the 
same stressful situation that led to hospitalization. They then felt 
that their task was to modify his unsatisfactory relationships with 
significant persons and to help him to find new relationships in 
the community. Post-hospital help was needed if patients were to 
maintain the gains made during hospitalization. These ideas are 
now part of many hospital programs and increasingly are part of 
programs for ex-patients sponsored by community organizations. 

A second recent idea influencing aftercare has been that of dis- 
tinguishing between psychodynamic processes constituting mental 
illness and the social crippling resulting from institutionalization 
itself. Some experts have even maintained that much of the dis- 
ability connected with severe mental illness is extraneous to the 
illness and is superimposed by hospitalization in total institutions,! 
and they have been concerned with opening hospital doors and 
treating patients in the community. Others who insist that the 
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emotionally handicapped person can learn to adapt to society de- 
spite his disabilities are particularly oriented toward developing 
rehabilitation facilities to help ex-patients perform better in var- 
ious areas of life, say, at work or in the family. It follows from the 
distinction between mental illness and social disability that reha- 
bilitation outside the hospital can be the corrective for patients’ 
difficulties. At present, many are released from hospitals with the 
proviso that they receive aftercare. 

Interest in psychiatric rehabilitation developed largely after 
World War II. Prior to that time, rehabilitation was designed for 
the most part for the physically handicapped: the few rehabilita- 
tion programs in mental hospitals during the 1930s and early 
1940s aimed largely at providing activities to counteract with- 
drawal. Programs based on the notion of the hospitalized schizo- 
phrenic as an inadequately socialized or a desocialized person de- 
veloped more recently. Present attempts to alter patients’ aliena- 
tion from normal social roles parallel the efforts of the British in 
Civil Resettlement Units to reverse the desocialization associated 
with the experiences of being a prisoner of war (Curle, 1947; 
Curle and Trist, 1947). 

Psychiatric rehabilitation seems at first to have focused on help- 
ing chronic patients develop or relearn behavior appropriate for 
living outside a hospital. These early psychiatric rehabilitation 
programs were located in mental hospitals, but, when it became 
clear that certain behavior can be successfully learned only in the 
settings in which it belongs, they were moved out into various 
settings in the community. Today they are found in the homes of 
foster families, in sheltered workshops, in recreation centers, and 
the like as well as in hospitals. 

Though many such programs have been initiated in the past ten 
years, “rehabilitation” still means many different things.? Some- 
times it is used to refer to both “treatment” and help in social ad- 
justment; sometimes, only to social reintegration in society. Re- 
gardless of what it 1s called, today more emphasis is placed on 
helping the ex-patient outside of the hospital perform more ade- 
quately in his social roles. 
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That persons in the community may play an important role in 
the fate of the hospitalized is a third conception that has influ- 
enced the present course of aftercare. It is now believed that the 
identification of who is sick and who should be hospitalized de- 
pends not only on the symptoms manifested but on the expecta- 
tion and tolerance of deviance of the patient’s family and social 
group.® This is only a step from developing a variety of environ- 
ments suitable for various ex-patients. ‘Today much work is being 
done with others in the ex-patient’s milieu so that their expecta- 
tions of him will more nearly coincide with his abilities. 

Psychiatrists’ interest in working with the ex-patient’s environ- 
ment has been stimulated by the therapeutic milieus developed 
in hospitals and by the professional optimism in general about 
manipulating environment for therapeutic ends. Administrative 
therapy and milieu therapy are now found in community settings 
such as “halfway houses” and day hospitals. Social workers have 
long been occupied with their clients’ environment as part of 
casework and now are beginning to apply group work principles 
to groups of ex-patients. Psychologists, too, although to a lesser 
extent than psychiatrists and social workers, are becoming inter- 
ested in working with environmental forces. 

Many of the present forms of post-hospital help, it is clear, are 
based on practices used in other connections and adapted to suit 
the discharged mental patient. For example, vocational rehabili- 
tation until recently was confined to the physically handicapped; 
group work seems to have been developed for recreational groups 
and more recently used with juvenile delinquents. 

With new forms of hospital treatment and, particularly, with 
concerted use of drug therapy, the length of hospitalization is 
growing shorter. As a consequence, some of the released patients 
are still in need of treatment and rehabilitation. Of these, a few 
visit community out-patient clinics or see psychiatrists in private 
practice, but the majority do not seek, and are not given, help 
and have become the focus of a growing concern, of both the men- 
tal hospital and the community agencies (Freeman and Simmons, 
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Present Nature of Aftercare 


Increasingly, professionals recognize that ex-patients are not a 
discrete population that can be characterized in any simple way 
but a heterogeneous group with only a single and not necessarily 
significant property in common: hospitalization. More practition- 
ers are coming to believe that variables such as age, sex, education, 
personality constellation, social class, length of hospitalization, 
type of in-patient treatment, diagnosis, number and frequency of 
hospital admissions, length of illness prior to admission, level of 
pre-hospital functioning and of recovery—all should be consid- 
ered in determining if aftercare is needed and what form it should 
take. Thus in many programs aftercare is, as far as possible, ta1- 
lored to the particular ex-patient. 

In general, though, aftercare programs may be classified into 
two types: one seems to be for ex-patients with short-term hos- 
pitalization (that is, acute cases), and the other for those with long- 
term hospitalization (the chronic patients). As noted earlier, it is 
now believed that isolation from the community and lack of op- 
portunity to participate in their own treatment and care and to 
do useful work prevents many chronic patients from assuming 
adult social roles on release. Their rehabilitation is a slow process 
of learning or relearning, which to some extent must take place 
in the community itself. Almost all professionals consider after- 
care to be a necessity for chronic patients: day hospitals, sheltered 
workshops, and foster homes are usually designed with them ex- 
plicitly in mind. 

Whereas almost all ex-patients who had been hospitalized over 
one year are believed in need of some follow-up, many practition- 
ers with whom we talked questioned whether it is true of the 
short-term patient, particularly if it was his first admission and he 
has been in the hospital for ninety days or less. Some ex-patients 
manage well without further help, and aftercare under some con- 
ditions is even thought to be detrimental, for the following rea- 
sons. 
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First, aftercare may foster overdependency on the professional. 
Providing the ex-patient with a continued protector and helper, 
along with the expectation that he needs one, may encourage him 
in the very behavior that the practitioner hopes to decrease. Sec- 
ondly, aftercare may foster “psychiatric hypochondriasis.’’ Con- 
tinued connection with formal organizations may lead the ex-pa- 
tient to be overly concerned with his emotional reactions or with 
job or family adjustment. And his family or friends, on their side, 
may define him as a frail flower constantly needing to be protected 
and watched lest he suffer a relapse. Thirdly, aftercare may ag- 
eravate the stigma of having been a mental hospital patient and 
encourage him to continue to think of himself as sick.‘ 

These three considerations keep professionals from recommend- 
ing that all patients on release, indiscriminately, receive aftercare. 
There is, however, a strong belief that all ex-patients should have 
the opportunity to get it if and when they need it. What services 
are available in any geographic area is one of the most important 
determinants of what post-hospital help an ex-patient is given. In 
large measure, it may be more a matter of chance than of plan 
whether an ex-patient receives psychotherapy or social casework, 
help through foster-family care or through a “halfway house,” a 
sheltered workshop service, or vocational counseling. Only in a 
few places are several of these services found together. Conse- 
quently, a patient may receive vocational counseling but not the 
supportive psychotherapy he needs, and so on. 

Professionals’ perspective regarding goals for different ex-pa- 
tients is another important factor. If the major intent of aftercare 
is surveillance, then aftercare may be an extension of the hospi- 
tal’s custodial system, and ex-patients will be “watched” for a 
limited time to make sure they do not injure themselves or others. 
If the goal is the avoidance of rehospitalization, then they may be 
given drug maintenance-therapy; and if the goal is optimum func- 
tioning in work, family, and other social situations, then they may 
be given more extensive help. In actual practice, even while hold- 
ing the same general philosophy, professionals differ in the level 
of performance they consider satisfactory in their ex-patients. Some 
strive to bring them a measure of self-satisfaction as well as effi- 
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ciency in their social roles; others hope to restore them to their 
pre-hospital level of functioning. 

The choice of goal for his ex-patients is largely a function of 
the professional’s philosophy of treatment and the policy of his 
agency. One central issue is the dilemma of helping either a few 
ex-patients a lot or many a little. Clearly not all ex-patients need- 
ing help can be given all they require. Some compromises must 
be made between the number helped and the maximal goals 
sought. 

The kind of help offered ex-patients depends on the profes- 
sionals’ strategy of intervention. If they believe that the psyche is 
the unit of care, then treatment may deal with intrapsychic prob- 
lems. If they believe that disability in role performance is purely 
a psychodynamic problem, they are not likely to make use of re- 
habilitation services. If adjustment at work is seen as prerequisite 
to familial and social adjustment, then they will offer considerable 
vocational help. If they believe that psychotherapy is not as use- 
ful as “‘living experiences,” then they will consider using facilities 
that guide ex-patients through certain social experiences. Or they 
may assume that services are less important than the attitudes and 
feelings of helpers and then their concern will be with the quality 
of the relationship between patient and helper. If they consider 
the patient to be helpless, then they may try to do many more 
things for him than if they believe he has a core of strength. 

However professionals may plan aftercare, their prescriptions 
are ultimately subject to the views, caprices, and vetoes of ex-pa- 
tients and their families, who may reject help for a variety of rea- 
sons. hough professionals may define goals, ex-patients may re- 
define them or define them differently. Some ex-patients accept 
help if they feel it is confined to keeping them out of the hospital 
and does not interfere with their life activities. And some view it 
as appropriate only to their work and are content with minimal 
functioning in the family or other relationships. Others may refuse 
treatment for intrapersonal problems on the ground that it in- 
vades their privacy or because of their unpleasant hospital expe- 
riences or their distrust of middle-class helpers. In contrast to the 
in-patient, the ex-patient can exercise a veto by withdrawing from 
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help, and often there is little the professionals can do about his 
veto. 

Finally, aftercare is hampered by conditions not readily 
changed: the limits of current psychiatric knowledge and skills, 
the limitations of mental hospitals as treatment centers, shortages 
in facilities and personnel, and the community’s rejection of ex-pa- 
tients. On the other hand, all this is offset, at least in part, by the 
growing movement in psychiatry toward adequate rehabilitation 
and treatment in the community for those not in need of contin- 
ued hospitalization. 


Chapter 14 


Tailoring Aftercare 


Individualizing care has been an important concern of practition- 
ers in post-hospital settings as well as for those working with in- 
patients. Both subscribe to the belief that the program of treat- 
ment of each patient should be viewed as a unique problem. The 
orientation of practitioners who are introducing programs of in- 
dividualized care in mental hospitals has been described in Chap- 
ter 9, and, as practitioners of aftercare share it in all its essential 
aspects, we need review it only briefly here. 

Individualization is not in itself a specific treatment, though 
specific measures, such as drug therapy, may enter into a program 
of individualized care. Nor does alert responsiveness to the pa- 
tient’s unique pattern of needs mean that the “whole” patient is 
to be treated. Rather, individualized care means that in those 
areas and at salient times care is fitted to the constellation of needs 
characterizing a given patient. It calls for continuing re-evalua- 
tion of the patient’s changing needs. But individualization of care 
does not mean that each patient must necessarily be handled dif- 
ferently: many have similar needs that can be met in similar ways. 
Nor does it necessarily involve personalization, which is but a 
type of individualization in which the relationship between pa- 
tient and helper is close, intimate, or in some way special. Finally, 
individualized care does not require a one-to-one relationship. In- 
deed, the tendency to regard either a close or a one-to-one rela- 
tionship as essential hinders other forms of individualization, 
such as handling patients in groups or dealing with them in an 
impersonal (though not nonpersonal, harsh, or indifferent) man- 
ner. The principle of fitting care to patients’ needs is equally ap- 
plicable to in-patient care and aftercare but the problems entailed 
are not the same. 
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Perhaps the greatest obstacle to individualizing care within the 
large state mental hospital (see Chapter g) is the fact that these 
are “total institutions,’ characterized by mass care. Most workers 
in hospitals concerned with individualizing care are relatively 
clear about the properties of the situation they are trying to alter 
—depersonalization, the patient’s loss of status, the handling of 
his everyday needs in a routine and standard manner, his lack of 
participation in or control over his fate in the hospital, and so 
forth. Most practitioners are familiar with the programs designed 
to do away with these shortcomings of the total institution, for 
they have been widely reported. 

But in the case of individualizing aftercare, practitioners must 
start from the beginning. They are faced not with mass care but 
no care at all, and their task is to set up a structure within which 
care can be given. This may to some extent be an advantage in 
that from the outset they can build the kind of situation required 
by their conceptions of care. On the other hand, they have a job 
of persuading legislators, administrators, and practitioners in the 
community of the importance of a particular kind of program and 
of its right to compete with other programs for the limited local 
resources. Thus it should be remembered that the practitioners’ at- 
tempts at individualizing aftercare represent an earlier stage of 
development than the corresponding work in mental institutions. 
Furthermore, aftercare workers are less clear about solutions than 
are mental hospital workers. Finally, not only are there fewer pro- 
grams of individualizing aftercare, but those that exist are largely 
pilot projects and small experiments. 

In in-patient care the focus is generally the particular disorder 
or a particular stage in the patient’s recovery, but in aftercare it 
is more often his community relationships and the setting to which 
he has returned. Another difference is that in aftercare practition- 
ers are oriented to a longer period of time; increasingly, they are 
accepting long-term commitments to ex-patients, realizing they 
must expect to deal with recurrent post-hospital crises. ‘Tailoring 
care to facilitate an early release from the hospital has a different 
quality and tempo from tailoring aftercare to meet changing and 
life-long needs. 


Tailoring Aftercare a7 


Aftercare may be seen from two general perspectives: (a) the 
creation of conditions that make tailoring possible or that facili- 
tate it and (b) the specific programs and processes. 


Creating the Preconditions 


If a variety of aftercare services 1 is not available from which the 
practitioner may choose those appropriate to a given ex-patient, 
he will find individualization of care difficult to achieve. In most 
communities there are few if any specialized post-hospital pro- 
grams, and community agencies’ services often are not available 
to ex-patients. In aftercare, therefore, even more than in in-patient 
programs, a considerable amount of effort must be devoted to 
establishing the preconditions for individualization. In fact, most 
efforts at individualizing aftercare are on this level. 

The preconditions roughly fall into three categories. 


ESTABLISHING THE ORGANIZATIONAL FRAMEWORK 


The only formal aftercare available in the past came largely 
from mental hospitals. Preoccupied as they were with the inade- 
quacy of in-patient treatment and care, most institutions devoted 
little of their resources to aftercare. And agencies in the commu- 
nity did not provide it for reasons that included their fear of ex- 
patients, their conception of their functions, and their belief that 
the hospital ought to provide for ex-patients. Even though both 
hospitals and community agencies have altered their orientation 
and practice somewhat, many experts believe an effective aftercare 
program calls for a specific public agency charged with responsi- 
bility for its development. After all, the mental hospital’s job is 
mainly treatment; maintaining the patient’s connections with the 
community and promoting his social integration is secondary. 
When the patient returns to the community, his need for the two 
types of service may be in the reverse order. 

That an agency separate from the hospital must assume respon- 
sibility for aftercare is only one point of view. Some experts argue 
that continuity of care is more likely to be maintained if the hos- 
pital administers aftercare and that, particularly in the smaller 
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states, mental hospitals can assume responsibility for aftercare, 
developing special programs for ex-patients and, at the same time, 
stimulating local agencies to participate in them. The VA hos- 
pitals, in particular, run aftercare programs of high quality. 

The fact that such a controversy exists means that aftercare is 
achieving explicit recognition as a legitimate social service. This 
is an important step, making possible the social conditions and 
structures that will permit the tailoring of care for ex-patients. 


INCREASING RESOURCES 


In many areas the great disproportion between available serv- 
ices and the number of ex-patients requiring them makes it im- 
possible to meet ex-patients’ needs. Much is now being done 
through grant-in-aid programs to bring consulting services of the 
state mental health staff to public and private agencies, to initiate 
new services, and to stimulate education and training of health 
officers, nurses, social workers, general practitioners, and other 
community workers. 

Attempts to increase the number and variety of resources avail- 
able to ex-patients are based partly on the recognition that ex- 
patients are discriminated against in comparison with other clients 
in the present system of community health and welfare services. 
Where these services are few, the ex-patient, as a devalued person 
and one who is thought difficult to handle and succeed with, is 
neglected or given a lower priority than other needy persons. Even 
where a great number of agencies and services exist, ex-patients 
are likely to receive little help. 

Finally, certain types of ex-patients, those with marginal social 
adjustment and little motivation to seek help, those with histories 
of alcoholism, drug addiction, and aggressive behavior, and the 
elderly unemployable, who are likely to be permanently depend- 
ent, tend to be excluded from most programs.? ‘This is not only 
because they are harder to deal with but also because the present 
trend is toward transitional facilities offering relatively short-term 
services and specialized settings. That is, the current major de- 
velopment in aftercare is of facilities that bridge institutional and 
community life. Except for foster-family programs, which have 
been operating for some time and have not been greatly expanded, 
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little is available for ex-patients with marginal types of adjustment 
who need extended care. Yet only when there are sufficient serv- 
ices for all is the tailoring of ex-patient care likely to achieve 
momentum. 


PROMOTING FLEXIBILITY IN 
COMMUNITY WELFARE SERVICES 


Even though some community agencies accept former mental 
hospital patients, their rules and operational modes often are not 
geared to ex-patients’ specific needs. Many professionals believe 
that considerable alteration must be made in the inflexible and 
selective function of these agencies if they are to tailor the care 
of the ex-patient, which, by definition, requires flexibility. 

Changes are called for, in particular, in regard to eligibility. 
Some agencies require that a mental hospital patient be in the 
community several weeks before he can receive welfare payments. 
Since patients often have no funds with which to establish them- 
selves locally, the waiting period is a great hardship and sometimes 
even actually prevents their release. 

Changes, too, are needed in the definition of the support the 
welfare agencies are empowered to provide. As Williams (1960, 
p. 37) points out, some allot money for warm coats but not for 
the winter underwear so urgently needed by persons in unheated 
quarters. Or, to cite another example, a state division of voca- 
tional rehabilitation may agree to provide funds for training an 
ex-patient for a job but not for buying him false teeth to enable 
him to make a suitable appearance in applying for it. 

Then, too, flexibility is required in the definition of the time 
during which help is given. For example, it is the policy of some 
state vocational rehabilitation agencies to close an ex-patient’s case 
if he continues in employment for thirty days. This obviously is 
not long enough to achieve a stable job adjustment, and many 
practitioners fee] that their vocational needs could be better met 
by a more flexible follow-up period. ‘Too standardized a period of 
follow-up hampers most programs of convalescent leave from state 
mental hospitals. Only the specialized aftercare facilities—day hos- 
pitals, halfway houses, ex-patient clubs, sheltered workshops, to 
mention only a few—dealing with a small proportion of ex- 
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patients in need of help, explicitly recognize the importance of 
a flexible period of service. 

Some agencies fail to seek greater flexibility for ex-patients be- 
cause they use another type of client as their model. For example, 
where the physically handicapped are the major clientele, the 
extent to which ex-mental hospital patients’ problems differ from 
them may not be appreciated. 


Specific Programs and Processes 


Tailoring aftercare as a practice rather than as a principle is 
only beginning, so that we can cite only a few examples to illus- 
trate major trends. ‘These trends fall into two categories. 


EXPANDING THE SOCIAL SERVICES OF 
EX-PATIENT FACILITIES 


Where the social services needed by their patients are unavail- 
able, ex-patient facilities have sometimes provided their own social 
services. Thus, day hospitals develop their own sheltered work- 
shop, hire rehabilitation counselors for vocational placement, and 
have their own ex-patient club. ‘Their workers counsel relatives, 
arrange for psychiatric or medical care (or give it themselves), and 
find living quarters for their patients. Halfway houses find it nec- 
essary to take on vocational activities as well as recreational pro- 
grams. Ex-patient clubs enlarge their functions to become rehabil- 
itation centers with prevocational and vocational programs, even 
providing housing and finding jobs for their members. Although 
some experts believe that community agencies should provide 
services sO as to maintain the ex-patients’ community connections, 
their unavailability has led the specialized facilities to add more 
and more services. 


EXPERIMENTING WITH NEW TYPES OF 
HELPING RELATIONSHIPS 


Many of the conventional therapeutic procedures appear to be 
inappropriate for certain types of ex-patients. Recently, practi- 
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tioners have been experimenting with new approaches to ex- 
patients whose mental illness has extended over long periods; or 
who are marginally adjusted, regularly unemployed, little moti- 
vated to participate in treatment, and discouraged or pessimistic; 
or in whose case a succession of therapies has yielded little perma- 
nent results. What they seek is a therapeutic relationship which 
would not be as formally structured, would not rely as heavily 
on the patients’ verbalization of problems, and would not keep 
therapist and patient as distant from each other socially as has 
become the convention. Thus, they have developed for these ex- 
patients a greater emphasis on recreational and social activities, 
on teaching work skills and habits, and on informal and spontane- 
ous discussion of problems, with therapy taking place “in the 
open” rather than at designated times. Staff may assume an active, 
directive role and, in some instances, participate as peers in the 
patients’ activities. This kind of therapeutic relationship is similar 
to activity therapy with emotionally disturbed children. 

One such program (Lesser, 1960) is run by a day center of an 
out-patient mental hygiene clinic. It is staffed by a psychiatrist, 
a clinical psychologist, an occupational therapist, and a social 
worker, with the responsibility for major treatment dependent 
upon the ex-patient’s relationship with the various team members, 
all of whom participate in the varied activities of the center. More 
formal individual and group therapy sessions may be held when 
the patient is ready for them. Although it was not exclusively for 
marginally adjusted ex-patients, a similar type of activity-oriented 
relationship was developed by a psychiatric nurse in a day hospital 
(LeVan, 1958). With the help of occasional volunteers, she ran 
a highly individualized day care program despite limited resources. 
With considerable imagination she devised activities for the small 
group of women referred to the day hospital, even including train- 
ing in simple nursing procedures with her own equipment. An- 
other program designed to facilitate ex-patients’ vocational reha- 
bilitation (Wheat, e¢ al. [n.d.]) originally was structured along the 
lines of intensive, interpretive group therapy and later converted 
to something like an activity program, with the therapist and the 
group observer acting as co-leaders. More spontaneous, less formal 
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patient-helper relationships also characterize many halfway houses, 
rehabilitation centers, and ex-patient clubs. 

There are, however, few guidelines for approaching patients in 
spontaneous and unstructured ways. Most psychiatrists, psycholo- 
gists, and psychiatric nurses have had little training in such a role 
and have had to guard against the constant pressure of their pre- 
vious orientation toward a formal, more restricted, and better- 
defined therapeutic role. 

The use of volunteers in rehabilitation centers and other after- 
care facilities, the efforts to draw in the general practitioner, and 
the increasing use of public health nurses, social welfare workers, 
and vocational rehabilitation counselors is not only an attempt to 
increase services; it is also an occasion for increasing the ex- 
patients’ ability to carry on normal relations with persons in his 
community. 

Some of the specific programs described in Chapters 15 and 16 
can be considered illustrations of individualization as well as of 
grading stress on ex-patients and providing continuity of aftercare. 


Discussion 


In this section we turn to issues connected with individualiza- 
tion and the effect of the practitioners’ cultural biases. 

A problem is created if individualization were always to be 
maintained as the central value of aftercare programs, as is often 
the case in private agencies in their pursuit of so-called quality 
or intensive care. They define their responsibility as serving well 
the few persons they have selected. But public agencies are respon- 
sible for aftercare of all patients released from public mental hos- 
pitals. Thus, giving help to all who need it is an obligation 
publicly-supported agencies cannot easily escape. By concentrat- 
ing on coverage, they find they do not have the resources to pro- 
vide intensive care for those who need it. In this way, individual- 
ized care conflicts with coverage. 

Those practitioners who would always give individualization of 
care priority over coverage are not facing the fact that the practi- 
tioner in the public agency has to deal with all ex-patients who 
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need help and does not have the choice of giving intensive help to 
just a few. Furthermore, they fail to recognize that extensive cov- 
erage increases the chances that a greater variety of ex-patients 
will be selected for the intensive help that some agencies are able 
to give. 

The second issue in individualization also centers around two 
positions, though it is rarely discussed as a two-sided question. 
Practitioners tend to give priority either to developing specialized 
facilities for ex-patients or to encouraging community agencies to 
serve ex-patients as well as other members of the community. 

The professionals who support the growth of special ex-patient 
facilities—halfway houses, ex-patient clubs, rehabilitation centers 
for ex-patients, day hospitals, and the like—believe that the ideal 
situation would be a spectrum of these services, among which they 
could choose according to their patients’ needs. It is implied that 
agencies serving others cannot provide the care ex-patients need, 
either because the staffs ordinarily lack the necessary skill and 
understanding or because they discriminate against ex-patients. 
Hence arises the argument that care will be individualized only if 
special facilities with trained staff are developed for ex-patients. 

While not discounting the need for some specialized arrange- 
ments, several leading practitioners believe that the emphasis 
should be on help through the ordinary community channels of 
social assistance. ‘They assume that the main goal is the ex-patient’s 
community adjustment and that this requires social learning and 
not “going deeper into the patient’s psyche.” And community 
adjustment is thought best achieved by his participation in com- 
munity facilities, not by segregating him. Even if special arrange- 
ments may be needed in certain instances, every opportunity should 
be taken to use what is locally available; all too often the potential 
usefulness of existing services is neglected in favor of segregated 
facilities. Finally, it is argued that this is the more realistic posi- 
tion, since many areas of the country have neither staff nor money 
for special services. 

The opposed positions reflect differences in opinion on how 
rehabilitation may best be effected. One position is that special 
facilities are required because it is either too difficult or inefficient 
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for community agents to provide effective aftercare. The popula- 
tion of ex-patients needing help is seen as largely a psychologically 
incapacitated group whose members will not improve unless 
handled by professionals trained to treat the mentally ill. The 
other position is that workers in community agencies can be ade- 
quately trained in a reasonable amount of time to be of help to 
ex-patients; not only that the majority of ex-patients needing help 
can get it in community agencies but the advantages of effecting 
their rehabilitation in ordinary community settings outweigh the 
disadvantages. | 

Here the disagreement is not so much over the goals to be 
achieved as over the means by which rehabilitation of ex-patients 
can be effectively pursued, given the resources. Only carefully de- 
signed research can answer the question as to which are more effec- 
tive or more efficient for various types of ex-patients. 

Limitations are imposed by the practitioners’ cultural and pro- 
fessional biases. We maintain that, while they have done a great 
deal in the way of individualizing care in certain areas, they have 
neglected others that might prove to be equally important. After- 
care programs take account of sex and age, degree of recovery, and 
nature of the pathology but have largely ignored social class and 
cultural background. Patients’ social norms and roles are rarely 
analyzed before a halfway house or a day hospital is designed. 
Although little explicit attention is given to the matter, middle- 
class norms and role patterns (that is, the norms of the practi- 
tioners themselves) are used as the basis of most programs. In the 
few instances in which attempts are made not to impose the help- 
ers’ norms on the patients, there still is little systematic assessment 
of patients’ norms and of concrete provisions that ought to be made 
in the program if these, rather than the helpers’, values are to pre- 
vail. If, as now appears to be the case, the majority of mental 
hospital patients are lower class or lower middle class and if this 
continues in the future, it would seem incumbent upon practi- 
tioners who try to individualize aftercare to consider how help 
may be made more appropriate for this population. 

Wheat, e¢ al. (n.d., p. 8), noting that most techniques of treat- 
ment are designed for individuals of other than the lower class, 
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conclude that the current concepts of psychopathology as they 
apply to the lower class should be reappraised and then the cul- 
tural and social forces that could be fruitfully exploited in therapy 
should be identified. The practitioner might, as did these re- 
searchers, experiment with the usefulness of programs oriented 
more to action, less to verbalization of problems. Or he might 
combine professional and lower-class social norms, by, for ex- 
ample, devising a day program with a helper from the lower class. 
Initially, the worker might see his job as discovering what the 
patients’ norms are in their work and family situation and what 
is realistic to expect of them. As more is learned, it might be 
possible to structure recreational, occupational, or other activities 
more appropriate to the life of these ex-patients than are now 
provided, for the neglect of class and cultural characteristics—all 
of which significantly determine the reality the ex-patient must 
adjust to—may result in programs that are less effective than they 
might be. 

There seems to be universal agreement that individualized care 
is basic to any major alteration in the ex-patient’s status, yet there 
are only a few such programs. Generally, we may expect that ind1- 
vidualization in aftercare can be achieved only if additional re- 
sources are available. But in emphasizing the need for resources, 
practitioners should not overlook the sensitivity of the helper to 
the ex-patient. Even where there are a number and variety of 
aftercare facilities, it still may be difficult to find exactly what a 
particular ex-patient requires. But if, in fact, it can be conveyed 
to the patient that he is being looked at in terms of his specific 
needs, the concrete gap in services might be mitigated to some 
extent. After all, effective aftercare depends primarily not on facili- 
ties or services but on the personnel who use them and on the way 
they are used to help the ex-patient find a more satisfactory exist- 
ence in the community. 


Chapter 15 


Grading Stress 


The belief that hospitalization need be only a transitory stage in 
the career of the mental hospital patient has inspired the search 
for ways of moving him out of the hospital earlier in his illness. 
But there is more to this than the mere exchange of one setting 
for another: a central problem is to get him to give up the role 
of patient and assume that of a member of the community. A 
strategy now in use is that of providing “opportunities for the 
graduated assumption of responsible freedom,” to use the expres- 
sion of Richard Williams. ‘This process is called ‘“‘grading stress.’ 

Effective ways of helping the patient return to community life 
have been sought partly in better methods of treating the psyche, 
on the assumption that this will lead to alteration in social be- 
havior. But many practitioners also believe it necessary to work 
directly on social behavior itself. The two levels, personality and 
social behavior, are involved in the process of grading stress, by 
which is meant increasing the patient’s social competence by mov- 
ing him through a succession of situations requiring more and 
more complex performance. Various means are used to manage 
the resulting tension and to prepare him for the next step. Each 
step is designed to bring increased tolerance of certain stresses and 
more normal social behavior in that context. 

In this chapter the focus is on ex-patients. But to understand 
the different meanings practitioners assign to the term “grading 
stress,” it also is necessary to see how they use it in in-patient 
programs. It is not always clear what kind of program they have 
in mind when talking about grading stress. They may mean ways 
of classifying patients or managing them in institutions; or they 
may be referring to complex programs in which graduating stress 
is a focal treatment-rehabilitation technique at each stage in the 
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in-patient and ex-patient career. There are at present at least four 
referents of the term. 

1. “Grading stress’ often means no more than what is implied 
by the common-sense notion that a child must creep before it can 
walk; for example, granting patients various degrees of freedom 
and responsibility in moving them from closed wards to semi-open 
units and then outside the hospital. Similarly, ground parole, town 
parole, weekend passes, and convalescent leave are points on a 
continuum of freedom along which a patient progresses. Each step 
acts as training for the next, and it, in turn, serves as reward for 
adequate performance. 

But this is grading stress only in rudimentary fashion. Usually 
there is no systematic training for movement to the next level, 
and indications of change or growing ability may not be fully 
utilized. It seems more often to be a device for managing large 
numbers of patients than a technique for advancing patients from 
one level of performance to another. Indeed, the view that stress 
has been graded is developed ex post facto. The patient moves to 
the next step only after his behavior has changed. Thus much 
of the process is not so much graduating stresses as it is movement 
from one status to another. 

2. Many hospitals and some aftercare agencies, however, do 
develop programs in which grading stress is specifically used to 
improve the patient’s functioning. Often, however, its systematic 
use is in but a single area, such as work or recreation, and it plays 
a small role in other connections, such as psychiatric treatment. 
Yet, in that limited context, a true sequence of graded steps is 
designed through which he is helped to progress. He may enter 
the program early in hospitalization and continue in it until he 
leaves. When grading stress is carried out in this way, only selected 
tasks or interactions are graduated so that it is not a focal tech- 
nique in the over-all help process. 

3. Grading stress, although identified in some programs as the 
primary process, sometimes is introduced only near or immedi- 
ately following hospital release. Here stress is graded only at one 
phase of hospitalization, but it is done systematically in a number 
of areas simultaneously. Since the severe cultural discontinuity 
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between hospital and community makes discharge a more or less 
threatening experience, many patients need carefully graded steps 
between hospital and community. Thus, to practitioners with this 
view, grading stress primarily means a technique for easing the 
transition to the outside and refers to the practices involved in 
moving a patient into a transition facility (Greenblatt, 1959). 

4. In addition to the above views, grading stress may mean a 
focal process of help in many areas and phases of the patient’s 
career. For example, the Vermont Project for Rehabilitation of 
Chronic Schizophrenic Patients (1959) developed a system of 
graded privileges within the hospital, graded group activities in 
occupational therapy and recreation, and graded employment, 
first in hospital industry and later in daytime employment in the 
community. Grading stress is continued after the patient leaves 
the hospital and enters the halfway house. This usage gives grad- 
ing stress a different meaning from the one it has in programs 
described above: it becomes the orientation toward help within 
which treatment and rehabilitation proceed. Carried to a logical 
conclusion and elaborated, it could become a philosophy of re- 
habilitation. 

In addition to differences in regard to the centrality of the proc- 
ess in the treatment program and the areas and phases of the 
patient’s career in which it is applied, there is disagreement be- 
tween practitioners on the type of disability for which grading 
stress is suitable. They have applied it to three kinds of disabilities 
or handicaps. 

Many patients are unfit to resume community living because 
of handicaps resulting from long years of hospitalization—the 
break in community ties, the atrophy of social and occupational 
skills, and the discrepancy between their attitudes, values, and 
habits and those outside the hospital. It is currently believed that 
much of the desocialization through which these handicaps are 
acquired is not inherent in the illness. Nonetheless, the patient 
must be resocialized step by step for living in progressively less 
protected environments. The patient who comes into the hospital 
inadequately socialized in the first place also requires socialization 
if he is to bridge the gap between hospital and community. The 
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disabilities of both groups may be quite generalized, and they 
may require help in many areas. 

A second set of handicaps exists when, despite exposure to all 
available forms of treatment within the hospital and despite recov- 
ery from the acute phase of the illness, the patient still is left with 
symptoms, such as hallucinations, ritualistic and compulsive acts, 
continued depression, impaired memory, and so on. Or his mani- 
fest symptoms may be more or less abated, yet he is unable to see 
himself adequately or to act appropriately in certain situations. 
Helpers dealing with disabilities of this type are concerned with 
more than reduction of his symptoms: they must improve social 
functioning by a program fitted to his strengths and disabilities. 

The third kind of disability is unusual vulnerability to or- 
dinary incidents that may become crises, such as criticism by an 
employer, family fights, or the derisive comments of peers. In some, 
vulnerability is greatest during the first year following release. ‘To 
decrease vulnerability to the stress of life outside the hospital, pa- 
tients may need help in relatively specific disturbing situations 
only, such as, for instance, at work or in the family. 

Programs may deal with all three disabilities, whether the pa- 
tient is in a hospital or in an aftercare setting, though many prac- 
titioners associate grading stress only with disabilities of the first 
type—“‘hospitalitis.” This is partly a result of the current empha- 
sis on helping chronic mental hospital patients to move out of the 
hospital. But, as noted, in actual practice this is but one view of 
the process. Practitioners increasingly are convinced that patients 
with any type of disability need to be helped in a graded way if 
they are to maintain themselves outside hospitals. 


Forms of Grading Stress on Ex-patients 


Grading stress on ex-patients is, above all, a general method of 
helping them achieve a different level or type of functioning. As 
a consequence, its form may vary widely from program to pro- 
gram. It may be systematic or unsystematic, consciously or un- 
consciously used, focal or marginal, widely or narrowly applied, 
limited to certain phases of the patient’s career or spread over 
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several phases. Even though a grading-stress approach is used in 
work with patients, what is done may not be so labeled; in fact, 
although much of what we would consider grading stress is in- 
volved in casework and psychotherapy, to choose two examples, 
their practitioners rarely call it that. 

There have been few explicit published statements of the steps 
in grading stress or its basic ingredients. To date, only a few who 
practice it systematically report what they do. One of the clearest 
discussions can be found in the article by Sivadon (1956) in which 
he describes a re-education program for regressed patients in his 
hospital. Building upon the work of Hermann Simon, he worked 
out a sequence of more than thirty stages of activity in which 
milieu, work, materials, and relationships are geared to the main 
functional structures of the patient’s personality and his level of 
maturity. He specifies what sort of work, material, and so forth, 
a regressed patient should be given to reach a more mature level. 
Nothing of this kind has yet been worked out for ex-patients who 
are at higher levels of social and psychological development though 
still suffering from disabilities of various kinds. 

Nonetheless, when we abstract certain elements of grading stress 
from existing programs, the following seem to be most important. 

First, the patient’s functioning is evaluated to determine his 
current level of behavior and to estimate his potential one. The 
latter need not be determined in any final way before the work 
with him begins, but some indication of it will give the worker 
an idea of possible goals. Grading stress always involves social 
norms and values, and goals are related to more normal or more 
socially acceptable behavior. 

The second component is the working out of the steps interven- 
ing between the patient’s present and potential level of function- 
ing. This begins with calibrating some “activity” (whether it be 
a relationship, a task, or play) to the level of his behavior, calibra- 
tion being based on some theory of the relationship between the 
media used and the patient’s behavior. Here the basic concern is 
with balancing protection of the patient with exposing him to 
demands for functioning; the worker must protect him from 
overwhelming demands that might lead to retreat rather than to 
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movement toward the goal. At the same time, he tries to bring 
about change by making demands the patient can meet. 

Furthermore, the program works out for each patient the way 
in which initiation, practice, and graduation shall occur at each 
step in the process. Grading stress requires that he be prepared for 
the step and given assistance in taking it; he must have opportu- 
nities for perfecting the learning involved; and a channel to the 
next step must be provided so the process may begin anew. 

The role of a helper is implicit. This is someone—either a pro- 
fessional or a trained layman—whose function is to plan and man- 
age the procedures described above. ‘This is not to say that some 
patients do not grade their own stresses; some do so both in the 
hospital and afterward. For example, a patient may withdraw 
from others on his own or avoid tasks engendering unmanageable 
tensions until he is ready for them. Gradually he resumes relation- 
ships and broadens his participation. But it is precisely because 
many are unable to grade the stress on themselves successfully that 
they need help. Both the social system and the patients’ intra- 
psychic difficulties contribute to their inability. Hospitals in gen- 
eral are not flexible enough to grade stress in a highly individual- 
ized way. Similarly, though less obviously, the family or the work 
situation in the community make it difficult for the patient to 
participate according to his degree of toleration. ‘Thus, many social 
systems operate in the same direction as the patient’s intrapersonal 
difficulties and prevent him from graduating his own stresses. A 
helper is necessary to manage elements of the social system and 
to work with the patient’s assets, so that he gradually may achieve 
success in performing more normally. 

In all programs of graded stress, the practitioner manages, step 
by step, some aspect of the environment to which the patient is 
exposed. At least three aspects of environment may be media for 
grading stress: the tasks and activities he engages in, the human 
relationships he carries on, and the setting in which he lives, 
works, or plays. ‘These three are so closely related that it probably 
is impossible to grade stress in only one while ignoring the others. 
Yet practitioners tend to emphasize one or another, and for pur- 
poses of discussion we shall consider each a separate form. 
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GRADING STRESS BY MANAGING TASKS 
AND ACTIVITIES 


The word “‘activities’’ is used here broadly to include any kind 
of experience or service which is part of a planned sequence 
aimed at the elevation of the patient’s level of performance. Help- 
ing patients reach higher levels of social maturity through struc- 
tured activities that make increasing demands on them has been 
a central method of occupational, industrial, and recreational 
therapy in mental hospitals. It is now used in sheltered workshops, 
ex-patient clubs, rehabilitation centers, and day hospitals. Work- 
ers have two problems in applying it. 

The first is assessing the patient in order to determine the type 
and level of activity he should be offered. His age, his sex, the 
diagnosis, his physical fitness, his behavior, and the nature of his 
problems are most often considered. (See, for example, The Ob- 
jectives and Functions of Occupational Therapy [1958].) Consid- 
eration also is given to past experiences relevant to the activity, such 
as his previous occupation, his past interests or hobbies, or the 
difficulties he had prior to hospitalization. 

These considerations also enter into the selection of ex-patients 
for an aftercare program. The persons accepted are those with char- 
acteristics which practitioners feel are most likely to lead to suc- 
cess. ‘Thus, for example, Altro Workshop in New York City (Bellak, 
et al. 1956) selects clients according to their potential to learn work 
habits and to follow through in a situation of competitive employ- 
ment, their degree of illness, and the readiness of the family to 
accept referral to the workshop. It excludes those whose past his- 
tories disclose impulsive behavior, acting out, or bizarre motor 
behavior, those actively prone to homicide or assault, the acutely 
self-destructive and the manifestly hallucinating. Nor do they 
accept persons so mentally or physically ill or aged that it seems 
unreasonable to expect amelioration. In aftercare it is assumed 
that certain types of persons will succeed better than others and 
that they should have priority in access to available resources. 

The other concern is to classify tasks on a continuum of com- 
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plexity, each level being related to differing needs or character- 
istics of the patients. 

There are a number of dimensions of any activity. Those most 
frequently taken into account in grading stress are the intricacy 
of the task, the nature of the materials, the time required for 
completion, the pace, and the amount and kind of interaction it 
involves. Others are the dangers and the energy entailed and the 
usefulness of the activity. In turn, intricacy, for example, depends 
upon the number and variation of operations, whether or not 
instruments are used, and the skill required. Thus, sweeping the 
floor, crushing rubble, and clay modeling are considered simple 
activities, for they require little manual dexterity, little contact 
with others, and few or no instruments, and the pace and time can 
be adjusted to the person. Basketmaking, square dancing, or oper- 
ating a single-needle power sewing machine are of a higher order; 
and work involving great skill, such as wrought-iron work or 
games requiring close attention and capacity for following rules, 
is considered even more complex. 

The activity to be used as the medium for grading stress for a 
particular patient may be chosen on one of several bases. It may 
be selected because it provides opportunity for further person- 
ality integration, which was stabilized at an immature level. 
By facilitating the working-through of unresolved conflicts, latent 
energy is freed and its investment in adaptive behavior is per- 
mitted. Or it may be chosen because of the ease with which 
it can be learned and the opportunity it provides for acquir- 
ing general social skills. The theory is that learning a specific 
skill, such as operating a sewing machine in a sheltered work- 
shop, permits the ex-patient to acquire the attitudes and habits 
of work necessary for participating in any work setting. There is, 
however, the danger that ex-patients may be assigned to activities 
in which they have no interest, rationalized on the ground that 
they will develop transferable skills. Finally, ex-patients may be 
permitted to choose their own tasks on the assumption that free 
choice will enhance motivation. 

But the selection is only partly decided by the practitioner’s 
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theory; it also depends upon the available social organization. 
Where only a simple organization is needed, such as in many rec- 
reational activities, the selection may be made more on the basis 
of theory than it is where, as in the case of many work activities, a 
complex organization is needed or special equipment is called for. 

The selecting of the task and the preparing, initiating, and 
gradual moving of the patient from one step to the next must be 
performed by someone in close contact with him. Where there 
are few workers, as in some day hospitals and ex-patient clubs, 
these things may be done by a single helper. But this need not be 
the case: the functions may be split between several, each having 
a different role. For example, the ex-patient’s work supervisor or 
group worker, his caseworker, and his psychiatrist may be in- 
volved in different ways and to different degrees in his day-to-day 
learning. Or several workers might share the same grading func- 
tions. In one rehabilitation center, several workers graded the 
activities for each ex-patient in much the same way and also partici- 
pated in the varied aspects of the work and recreation program. 

Not only are there different patterns of organizing the helpers 
but there are several forms that the patient-helper relationship 
can take. The one-to-one relationship is only one form and is not 
a necessary condition for grading stress through activities. A 
helper may grade activities for a group of patients as well as for 
an individual. In many ex-patient clubs, for example, the helper 
is concerned with selecting activities for them in order to broaden 
their horizons, increase their social and other skills, and yet pro- 
tect them from feeling too alone, conspicuous, or inadequate. ‘The 
assumption is that members of the group in general are at the 
same level of development and, therefore, need the same activity; 
or that, in spite of differences in social competence, each can bene- 
fit in some way from a program oriented toward helping the group 
as a whole. At the same time, the helper may explore ways to pro- 
vide for individuals’ needs to the extent that it is possible to do 
so in work with the group. 
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USING THE PATIENT-HELPER RELATIONSHIP IN 
GRADING STRESS 


The interpersonal relationship is used to grade stress by many 
different professional groups—psychiatrists doing psychotherapy, 
social workers engaged in casework, public health nurses follow- 
ing up the sick in their homes, and rehabilitation counselors work- 
ing with handicapped persons—and also by nonprofessionals, such 
as volunteer workers and foster-family caretakers. All may use 
their relationship with their patient to graduate the stress he 
experiences and to move him closer to a given goal. Even though 
other aspects of the work may be more important than grading 
stress, it is clear that grading stress through managing the elements 
in the relationship is a generic process used in work with disabled 
persons and a resource of a number of professions. 

In using his relationship with an ex-patient as a means of grad- 
ing stress for him, the helper tries to respond to him and his prob- 
lems in a way that will assist him generally to enlarge the scope 
of his activities or relationships and to act in more normal and 
appropriate ways. Further, the helper may aid him in clarifying 
his next step, in gaining the confidence to undertake a new ac- 
tivity, and so forth. Whatever the starting point of their relation- 
ship, in general, the helper and patient must constantly alter its 
nature if the latter is gradually to function more independently. 

Graduating stress through the use of the interpersonal relation- 
ship involves problems of reality in the ex-patient’s life—getting 
a job, taking medication, finding suitable living arrangements, 
and so on—and, at the same time, it involves the use of the helper- 
patient relationship as a training ground, that is, as a rehearsal for 
maintaining other human relationships. 

The helpers cannot start at a standard beginning point, since 
eX-patients are at various stages in their development and have 
problems in different areas. Thus, they must grade stress quite 
differently with different patients. Part of their skill is in discover- 
ing which are the salient aspects of the relationship, when the 
patient is ready to move to another stage in it, and what the 
nature of that stage is. 
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The setting in which the helper-patient relationship is found 
often has an important effect on what is done. For example, in a 
transitional setting that provides the ex-patient with a certain 
amount of support, the helper may be free to deal more directly 
with his emotional problems. But, as Sheldon Messinger pointed 
out,? where facilities are lacking, the practitioner himself may have 
to act as a buffer for the ex-patient, an additional and essentially 
unconstructive role which exhausts his time and energy. 

The worker who uses his relationship with the ex-patient to 
graduate stress for him may begin by ordering the issues the ex- 
patient confronts in such a way that the latter can deal construc- 
tively with them. For example, for the ex-patient who cannot 
handle several problems at once, the helper may see that they are 
considered one at a time in an appropriate order. Thus, for a pa- 
tient nearing release from the hospital, the helper may determine 
that working at a job while living in the hospital is more promising 
for him than moving out of the hospital and then finding a job. 
Finding a job is the issue to be raised first. For another patient, 
the reverse may be true: the helper initiates discussion of foster- 
family care and later raises the problems of work. For an ex-patient 
living in a halfway house, work may be a more appropriate issue 
than suitable recreation, though for other ex-patients it may be the 
reverse. Psychological problems also are discussed in a graded fash- 
ion where this is indicated. Not only may the helper assist the ex- 
patient in looking at more of his internal conflicts but he deter- 
mines which should be discussed first and which left until later. 

Secondly, the helper may gradually increase his expectations of 
the patient regarding the assumption of responsibility. ‘The helper 
may begin by taking the major responsibility for certain actions 
but expect the patient in time to assume a larger and larger share 
of responsibility for himself. For example, a nurse in a day hos- 
pital may give an ex-patient his prescribed drug each day but let 
him know that she expects him to gradually assume the respon- 
sibility for it himself. Later, she may give it to him in weekly 
supplies and check him at increasingly longer intervals. Or, a 
helper may serve as an intermediary between him and his signifi- 
cant others. In this way the helper takes the pressure off him. Later, 
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the helper may expect the patient to deal with these persons him- 
self. 

Thirdly, the helper may grade his or her own “tolerance” of 
the ex-patient’s behavior. At first, the helper may accept his be- 
havior, whatever it may be. The helper may show approval of his 
attempts to solve his problems, may praise or encourage him and 
take it calmly when he appears inappropriately dressed or late for 
his appointment, and so on. Later, however, the helper may begin 
to make demands upon him, perhaps, initially one at a time; for 
example, that he dress properly, or get up at a proper time each 
day, or get a job. 

Certain ex-patients need help in relationships with peers and 
authority figures. Some, for example, can be comfortable only in 
one-to-one relationships or in loosely knit groups of persons like 
themselves. The helper, particularly the group worker, may try 
to give them opportunities for new kinds of relationships with a 
variety of individuals. Many helpers operate on the theory that 
some eX-patients must be given practice in new roles and relation- 
ships in a sheltered situation (a protected setting or a therapeutic 
relationship) and slowly helped to venture out, for instance, to 
assume leadership in an ex-patient club or to work as an employee 
in a transitional setting, and, after that, to perform the same tasks 
in unprotected situations. | 

Stevenson and Fisher (1954), a psychiatrist and a social worker, 
eraded stress with the objective of restoring to employment sev- 
eral chronically unemployed patients who were in supportive psy- 
chotherapy in an out-patient clinic. After preliminary appraisal 
of a patient’s physical condition, reassurance and explanation 
about work was given, and the issue of employment was broached. 
Though the psychiatrist considered him ready for work, the pa- 
tient usually felt he was being “‘pushed.” After several interviews 
in which the obstacles to returning to work were discussed, the 
patient was referred to the social worker for simultaneous help 
with obtaining a job. She was sympathetic but firm on the issue of 
employment. She provided other help, referring him to jobs or to 
agencies for job placement, while working with his family to mod- 
ify obstructive attitudes. In the succeeding phase, the psychiatrist 
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became even firmer about employment, in some cases increasing 
the pressure by planning the termination of public assistance. The 
social worker became more “motherly,”’ providing additional serv- 
ices and more frequent interviews, so that in the end she became 
the principal therapist. At this point, the patient usually became 
employed, but the relationship with the therapists continued for 
some time. 


GRADING STRESS THROUGH THE USE OF 
TRANSITIONAL SETTINGS 


Graduating stress through the use of transitional settings in- 
volves drawing upon entire social systems to give the ex-patient 
an environment that will further his greater social competence. 
That is to say, the emphasis is not on providing particular tasks 
or relationships (though these usually are part of it) but on gear- 
ing the social organization—the norms, values, patterning of social 
roles, and so on—to the job of retraining. 

The use of the transitional setting to move the ex-patient to- 
ward normal social life is based on the assumption that it is not 
sufficient just to provide graded tasks or single relationships. The 
setting as a whole must be organized to help him deal with stress. 
Many, for example, hold that preparation for independent living 
must be made in settings closely approximating reality and hos- 
pital settings, even in the more progressive institutions, are too 
unlike the outside world. Indeed, the less progressive hospitals— 
and these are the majority—actually retard their patients’ adjust- 
ment to the outside world by socializing them in a culture that 
unfits them for community life. But the ordinary community may 
not be useful to ex-patients. It may reject them, expose their in- 
adequacies, or ignore them. 

These kinds of experiences in the community have convinced 
many practitioners of the need for an environment in between that 
of the mental hospital and the unprotected community. This may 
be provided in either of two ways. One is to place the patient in 
a community setting that already naturally possesses many of the 
desired characteristics as may be found in foster-family care pro- 
grams and in some work programs. For example, the Eudawood 
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Tuberculosis Sanitarium and the Spring Grove State Hospital in 
Maryland collaborated in setting up the living and working con- 
ditions in the Sanitarium for patients from the State Hospital 
(Isaacson, 1958). There are several advantages in using a natural set- 
ting for retraining mental hospital patients. Living or working in 
a real life setting, the patient is exposed to normal social behavior, 
routines of ordinary life, and community roles. He is a member of 
a normal group and expected to conform to its norms. At the same 
time, he is given help in learning new roles. And if there are 
various built-in protections, he is sheltered from situations that 
would engender too much stress. But it is not easy to change the 
eX-patient’s situation in such settings as he progresses, and it is 
often difficult to locate settings of this kind for the many ex-patients 
who cannot manage on their own. 

These disadvantages influence some practitioners to adopt other 
tactics: they have constructed social settings with just the combi- 
nation of therapeutic and real-life characteristics they presume 
ex-patients need; for example, sheltered workshops that require 
the behavior that is normal in factories: spending a full day at 
the shop, punching a time clock, working under the supervision 
of the foreman, and the like. At the same time, they have built 
into the transitional facility certain qualities of the therapeutic 
setting: attention to individual needs, availability of social work 
services, medical care, and so on. 

Since practitioners devote more attention to constructed after- 
care settings than to natural ones, one might conclude that they 
believe the former are best suited for this purpose. One might 
maintain that constructed settings are more flexible and more 
suited to individualized care, because they exist purely for thera- 
peutic ends. But this is by no means substantiated, and practition- 
ers ought not to assume it is so. Constructed settings may simply 
attest to practitioners’ present concern with developing facilities 
that are one step away from the mental hospital. As ex-patients 
graduate from them still requiring some degree of help and pro- 
tection, practitioners may turn to considering additional ways of 
using natural settings. 

This raises the question of the way that practitioners regard 
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transitional facilities. Some assume that the patient must pass 
through phases or steps in his rehabilitation before he can resettle 
himself independently in the community. Patients, however, pass 
through rehabilitation stages in different ways and so require 
various transitional settings and in different order. For one the 
order might be: the night hospital, the halfway house, an apart- 
ment of his own and help from a clinic social worker. For another: 
the day hospital, the sheltered workshop and the night hospital, 
and real work in a protected situation. Furthermore, nothing 
inherent in the facility makes one closer to the community than 
another; a setting can be used in different ways for various pa- 
tients, serving as a terminal point for one, a starting place for 
another. | 

But other experts view transitional settings as all on an equal 
level, simply one step away from the mental hospital, the way 
station between it and the real world. One facility is not more 
protective than another; different organizations simply deal with 
different areas of life and different problems. As long as the ex- 
patient stays in an aftercare facility, whether he participates in one 
or in several, he is in the transitional phase, and, when he leaves, he 
moves into the phase of living in the community. 

Still another conception of transitional settings might be called 
the stepladder notion: each occupies a certain rung on the lad- 
der bringing the mental hospital patient closer to the commu- 
nity. Each facility tries to offer help in a particular area and to 
a different degree of whatever is being graded—freedom, respon- 
sibility, opportunity for new relationships, and so on. Thus, some 
settings are more like mental hospitals, others more like their 
counterparts in real life; some are appropriate to ex-patients need- 
ing a highly sheltered life, others suited to the partly independent. 

Even though there are still only a few aftercare facilities, prac- 
titioners must become aware of the implications of their view of 
transitional settings, if they are to be planned in a logical way. For 
the attitude of the practitioner affects his use and his expectations 
of them. And when practitioners with differing views are working 
together, considerable confusion and difficulty in communication 
and in planning may arise unless they make clear what kind 
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of transitional setting they want and what its relation to others 
should be. 

Whatever their differences, practitioners do agree on two gen- 
eral attributes. The setting should provide ex-patients with more 
exposure to community attitudes, values, and social roles, and 
practice in assuming them, than is possible in the mental hospital. 
And, at the same time, their failures and inadequacies in the set- 
tings must not meet with the consequences that follow in the real 
world. In short, a transitional facility must make real-life demands 
while protecting the ex-patient from demands he is not ready to 
meet. 

The literature on transitional settings does not specify further 
what characteristics are desirable or required. However, the fol- 
lowing conceptions come from practitioners we interviewed. 

In accordance with community norms, the ex-patients’ needs 
and problems in various areas of life should be handled in differ- 
ent places, for example, sleep, play, and work should be separate 
from each other. As Goffman (1958) points out, in the mental 
hospital the barriers between these spheres are broken down, and 
“all aspects of life are conducted in the same place and under the 
same single authority.’”’ Even before Goffman suggested it, prac- 
titioners were aware that it would be more normal if an ex- 
patient’s life functions were dealt with separately, as on the out- 
side, and this is sometimes seen as basic to the development of 
a normal self-image. 

Furthermore, by segregating functions, one may avoid a feature 
of total institutions that might prevent growth in social compe- 
tence, namely, that misbehavior in one sphere is held against one 
in other spheres. Although practitioners may not have been aware 
of this problem in quite this way, some feel it important to keep 
an ex-patient’s deficiencies in one role from blurring his ade- 
quacies in another, and that it is easier to do so if the settings are 
kept separate. Thus, an ex-patient may be viewed in the sheltered 
workshop as a competent worker who merely needs more train- 
ing and self-confidence, yet in the ex-patient club he appears im- 
mature and in need of extensive, long-term help. On the other 
hand, some believe that for certain ex-patients it is not useful to 
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segregate activities as completely as in normal life; ex-patient clubs 
attached to day hospitals, for example, may be more effective than 
if independent and work tasks undertaken in a halfway house may 
be a better way of learning the work role than working in a 
sheltered workshop. 

Most practitioners argue that activities in the transitional set- 
ting should be as like their counterparts in the community as 
possible without sacrificing other values, such as attention to indi- 
vidual needs; that in work settings, ex-patients should be involved 
in real work or in socially useful activities, even if unpaid; and 
that recreation not only should be meaningful to those involved 
but should approximate recreation in the community. 

In the matter of responsibility for himself, an ex-patient in a 
transitional setting should be in a position between that of the 
in-patient and one who is not a patient at all. In a mental hospital, 
there is a tendency, now altering somewhat, to plan for all the 
patient’s basic needs and to deal with him as if he were a child. 
In a transitional setting, according to some aftercare practitioners, 
he should assume responsibility for his own behavior in some 
things (such as in getting there and going home, performing as- 
signed tasks, and so on), and supervision, though needed, should 
not be the watchful guarding of the mental hospital; yet he can- 
not be expected to assume full responsibility for himself. 

A closely related question is the degree of self-determination the 
ex-patient is permitted in the daily schedule, choice of activities, 
and plans for the future. The personal autonomy of the hospital- 
ized is limited, even though some institutions are now allowing 
more freedom, inside and outside, and more opportunity to choose 
work or recreation. Practitioners believe that transitional settings 
should go even further, just short of complete self-determination; 
the aim being not mere freedom of choice but the educated free- 
dom of wise and appropriate choice that is based on acceptance of 
realistic limits. 

Finally, there is the view that the transitional setting should 
differ from the mental hospital and from the community in its 
special attitude to deviant behavior. It is not merely a question 
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of accepting deviance more easily than the community and less so 
than the personnel in the mental hospital—contrary to the popu- 
lar conception, deviance is often accepted in the community and 
heavily penalized in the mental hospital. Rather, staff and patients 
should have a reeducational orientation; that is, their objective 
should be to teach the nonconforming member how to behave 
more appropriately. 

At present, there is no well-developed theory about how reedu- 
cation can be brought about. Many practitioners believe the ap- 
proach must be to help the patient locate the basis of his inability 
to behave in approved and expected ways and find some mode of 
altering it. Rather than getting rid of the problem by discharging 
the troublesome person, as happens in industry, the helpers in the 
transitional setting should develop ways of coping with it. For ex- 
patients to learn to handle their deviant behavior, they must be 
more insulated from rebuke, ridicule, or derogation than they 
might be in an unprotected setting. Yet they are not to be looked 
upon as completely unable to control their impulses or to conform 
to rules. A transitional setting can make an important contribution 
to retraining by expecting the ex-patient to behave normally and 
to abide by the normal rules of dress, decorum, responsibility, 
and the like. Thus, in halfway houses, for example, this is often 
achieved by other members exerting pressure on the deviant mem- 
ber to conform. 

In theory, the transitional setting, one might say, simulates real 
life in that more attention is paid to the patient’s performance 
than to his psychodynamics; yet it also simulates the clinical setting 
in that psychodynamics are taken into account as much as pos- 
sible. As to its culture, the transitional setting resembles the out- 
side world more than the mental hospital, for example, in not 
focusing exclusively on the person’s emotional disturbance; yet 
it resembles the progressive mental institution in providing benign 
situations for social relearning. 

Although practitioners regard some characteristics of the tran- 
sitional facility as indispensable to achieving their goals, we believe 
that these are not important in themselves but only insofar as 


244 The Ex-patient System 


they increase the ex-patient’s ability to deal with stressful situations. 
Some characteristics may be eliminated and others added as more 
is learned about their effects. 

Some practitioners assume that simply placing a person in a 
transitional setting will automatically grade stress. But grading 
stress can never occur automatically; it must be managed so that 
the specific requirements of a given ex-patient are met and the 
context of his experience altered as he changes. By virtue of its 
flexibility of operation or its method of handling deviant be- 
havior, a transitional setting may make graduating stress easier for 
a helper than it would be in a community setting. But since ex- 
patients are differently affected by the same setting, there must be 
someone to manage it so as to bring about the desired effect. Grad- 
ing stress is in effect individualizing care; it cannot be a standard 
process with a fixed time-span and a series of steps, uniform for 
all. 

In practice the various forms of grading stress are likely to occur 
together. Their interweaving is illuminated in the following ex- 
ample of a helper making use of a sheltered workshop for an ex- 
patient. Beginning in the hospital, the social worker, vocational 
counselor, or both together start to plan for a given patient, evalu- 
ating his level of functioning and his readiness for the next step. 
The planning establishes a series of goals appropriate to him. Then 
he is prepared for his visits to the sheltered workshop. The first 
time or two he may be escorted there, but, after the introductory 
visits, he comes alone to be initiated into the shop itself and helped 
to “learn the ropes.” For some patients this may mean learning 
how to act and talk like a worker, or to exclude from one’s talk 
“crazy things,” tolerated in hospital but not at work. It means learn- 
ing attitudes required by a boss, as well as to see the man as a boss, 
not as a father or doctor whom he may resemble. It means fitting 
into the expectations of other workers whose attitudes are not like 
those of other patients. It means learning to meet the demands of 
management without violating his fellow workers’ norms of pro- 
duction. 

After successfully meeting the stresses attending his initiation, 
he may then be assigned to some simple repetitive operations, on 
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a full-time or part-time basis, depending upon his emotional 
strength. He may be given substantial supervision and encourage- 
ment, some nods of approval and some practical assistance from 
fellow workers previously selected by staff to be helpful and con- 
genial to him. He may be assigned to a section of the shop where 
fellow workers in general are the most mature and understanding. 

Increasingly, as he succeeds in mastering simple tasks and deal- 
ing with problems such as punctual and regular attendance and 
problems attending normal interpersonal relationships, he may be 
provided progressively more complex tasks with decreased super- 
vision, with occasional and appropriate criticisms for lapses in 
workmanship. Concurrent with his accommodation to the grading 
of stresses in the shop, he may receive help from a caseworker, 
adjusted to meet his changing needs. 

On the basis of his cumulative successes, the patient may be 
graduated to a part of the shop that resembles in almost all re- 
spects the work demands and conditions he will experience in 
competitive employment. Finally, after continued success at the 
shop over an appropriate period of time, he graduates into regular 
employment. 

Summarizing, we can see the patient move from simple to in- 
creasingly complex tasks, from highly personal and permissive 
supervision to that which is less so, from part-time to full-time 
sheltered employment, from substantial to occasional support by 
a caseworker, and, finally, from sheltered to regular employment. 
Some of the elements, such as the initial permissiveness and the 
highly personal relationships are not, in themselves, a require- 
ment; they were included in the process of graduating stress in 
the case described above because they were appropriate to the 
needs of the particular patient at that point in time. For other 
patients, these elements might be inappropriate and even detri- 
mental. Grading stress in the sheltered shop, as in other settings, 
requires continuing observation and evaluation of the patient and 
a fitting to him of the responsibilities and demands that he can 
handle. 

While in practice two or all three forms of grading stress— 
managing tasks and activities, using the helper-patient relation- 
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ship, and using transitional settings—appear together, each is a 
conceptually distinct approach. Theoretically, they are but differ- 
ent levels of organization that may be used in teaching socially and © 
psychologically handicapped persons to achieve greater social com- 
petence. Thus, when the practitioner is concerned with managing 
tasks and activities, his unit is the individual: his level of energy, his 
motor coordination, the meaning of his objects, and so on. When 
he grades stress through managing interpersonal relationships, he 
focuses on the interpersonal level—on the ex-patient’s anxiety in 
his relationships, on the nature of his social interaction, on the 
fit between personalities. And when the practitioner is concerned 
with grading elements of a social setting, the unit must be the 
social system: social roles, norms, and the interrelation of social 
processes. The reason practitioners have made less progress with the 
last-named than with the first two may be because most of them 
are trained to work with intrapsychic and interpersonal phenom- 
ena but not with the social system. ‘The skills involved in grading 
stress through managing social settings may not be the same as 
those required to grade stress in the other ways, and, if practition- 
ers wish to make headway in developing transitional settings, they 
must make more use of social system theory. 


Discussion 


Is grading stress an effective way to increase an ex-patient’s 
social competence? Present research is only suggestive. As Meyer 
and Borgatta (1959a) point out, it is difficult to evaluate treatment 
programs, especially to devise standardized and logical methods 
of assessment. There still are few scientifically rigorous appraisals 
of aftercare and none at all that assess grading stress per se. 

Meyer and Borgatta (1959a) after an arduous attempt to eval- 
uate a sheltered workshop program for ex-patients, the Altro 
Health and Rehabilitation Center, conclude: “There is some but 
not very strong evidence that referral to Altro has a favorable 
impact on this type of posthospital patient” (p. 99). Another study, 
that by Ullmann and Berkman (1959) assessed a Veterans’ Admin- 
istration foster-home program and demonstrates that the time 
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patients remained out of the hospital was significantly prolonged 
by placement in a family. The two studies indicate that the pro- 
erams, taken asa whole, make some difference in ex-patients’ ability 
to remain in the community. However, they do not specify grad- 
uated stress as the helpful component—nor does either establish 
how the patients’ behavior actually changed and how other people 
reacted to them. 

Several studies show that the environment to which the ex- 
patient returns makes a difference in his subsequent career. One, 
conducted in London by G. W. Brown, et al. (1958), reports that 
schizophrenics with long hospitalization who returned either to 
parents, wives, or hostels relapsed in the first year significantly 
more often than did those who returned to other kin (mainly 
siblings) or to lodgings. Even though more of the patients who 
were rated “not improved” on discharge went to stay with parents 
or in hostels, the differential rates of failure persisted at a signifi- 
cant level when the degree of illness was controlled. Freeman and 
Simmons (1958) compared the careers of patients in the Boston 
area (most of whom were schizophrenics) hospitalized more than 
45 days who returned to conjugal families with those returning to 
. parental families and found that, of those who performed at low 
levels in the community,? many more husbands than sons had to 
go back to the hospital. They concluded that parents are more 
tolerant of this kind of deviance than wives. 

However, both these studies found that ex-patients who suc- 
ceeded in staying out of the hospital and lived in their parents’ 
homes had significantly lower adjustment scores than those in 
other settings. Of the two groups, the former were “‘sicker” at the 
time of hospitalization, but, in addition, the environment to 
which they returned was less favorable to the development of 
adequate forms of social behavior. 

Family structure (probably related to family attitudes and ex- 
pectations) is significantly related to ex-patients’ performance 
level. Simmons and Freeman (1959) found that those with low 
levels of performance were commonest in households where other 
males could share the role normally expected of the ex-patient, 
that is, the adult male; and, on the other hand, high levels char- 
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acterized ex-patients returning to families with high expectations, 
and no one else to play the role of adult male. 

The work situation, itself, influences the ex-patient’s level of 
performance: Brown, et al. (1958) report that, of the 41 percent 
of the ex-patients who worked for six or more months, 97 per- 
cent succeeded in remaining in the community; whereas, of the 
43 percent who were not employed, only 46 percent succeeded 
in staying out of the hospital. Furthermore, more than one 
third of the 89 successful patients who worked for most of the 
year were rated by the researchers as either moderately or se- 
verely disturbed. Thus, they reached the conclusion that psy- 
chotic symptoms were not a serious obstacle to employment. 
Other researchers, for example, Cohen (1955), state that employ- 
ment is an important preventive of relapse. A job may act as a 
stabilizing force, helping to prevent regression and supporting 
acceptable behavior in the ex-patient, who derives from it a 
feeling of usefulness and heightened self-esteem. Then, too, as 
Brown, et al. (1958) suggest, to some degree the value of a job 
may be in the enforced daily separation of the ex-patient and his 
family. Finally, employment and the accompanying earning power 
may make the ex-patient more acceptable to his family. Indeed, 
hospital personnel regard employment as a sign of adjustment and 
probably are less ready to rehospitalize a former patient if he is 
employed. 

Both the Brown, et al. (1958) and the Freeman and Simmons 
(1958) studies support the proposition that the attitudes, expecta- 
tions, and norms in the ex-patient’s social environment signifi- 
cantly affect his behavior, and it is corroborated by a variety of 
studies dealing with mentally ill subjects. For example, Aronson 
and Polgar (1960), analyzed events leading to the psychiatric hos- 
pitalization of servicemen. ‘They conclude that whether persons 
with “chronic difficulty” developed overt psychotic symptoms and 
were hospitalized largely was dependent upon their relationships 
with significant persons, particularly supervisors. 

What is established by the studies in the field about the grading 
of stress in the post-hospital care of mental patients? 

First, practitioners are on firm ground in assuming that ex- 


Grading Stress 249 


patients’ performance can be influenced through the management 
of relationships and exposure to appropriate norms and expecta- 
tions. And there is some support for the assumption that for keep- 
ing patients (especially husbands) who demonstrate low levels of 
interpersonal and occupational performance from returning to 
the hospital, the most unpropitious setting is their own family. 
The former assumption is maintained in most programs of graded 
stress; the latter is maintained by those who grade stress through 
the use of residential settings. 

Second, these studies, especially that of Simmons and Freeman 
(1959), suggest that practitioners may be successful in keeping out 
of the hospital those patients at a low level of functioning who 
return to parental homes but that they may not achieve a normal 
adult role as long as they remain there. The most one can expect 
under these circumstances is to establish them in tolerant house- 
holds and to maintain their current level of functioning. On the 
other hand, more adult patterns of living might be brought about 
eventually in other residential settings, although the patients may 
return to the hospital more often. But, even then, rehospitalization 
does not necessarily indicate lack of progress toward community 
readjustment. 

It appears, then, that practitioners oriented toward keeping the 
patient out of hospitals and those concerned with increasing his 
social competence cherish different philosophies of aftercare. It 
may be that the latter are more concerned with improving the 
level of performance even if it means risking return to the mental 
hospital, whereas the former are more concerned with keeping 
him out of the hospital, even if he is able to stay out only at the 
price of a low, unchanging level of functioning. 

Third, the studies do not suggest a one-to-one relationship be- 
tween level of expectation and level of performance; that is to 
say, they do not state that both rise together. ‘They only suggest 
that, if expectations are not beyond the ex-patient’s current level of 
performance, he is not likely to do any better. Higher expecta- 
tions are a necessary but not sufficient condition of improvement, 
for they do no more than open up the possibility of change. In 
addition, it seems necessary to gauge the expectation to the pa- 
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tient’s probable next level of behavior. In short, what is needed 
is graded stress in conjunction with greater expectation. 

The reason that greater expectations, alone, are not likely to 
alter performance may be precisely that, in part, a mentally ill 
person’s difficulty is his failure to live up to expectations. He 
considers this failure only one more evidence of his inadequacy, 
and it nourishes his feelings of low self-esteem, self-revulsion, and 
hopelessness. On the other hand, exposing him to expectations 
that are possible for him, but also require of him more adequate 
behavior than he shows, is a way of breaking into the cycle of low 
expectations, low performance, guilt, and low self-esteem. 

The ex-patient’s increase in social competence when in transi- 
tional settings is probably not only a function of expectations ap- 
propriate to his level of performance. When one considers that 
mental illness itself may be his response to the normative struc- 
ture, a way he handles others’ expectations of him, it follows that 
his success in transitional settings also may be due to their neu- 
tralized norms, that is, norms less affectively loaded and sanctions 
less punitive than those in ordinary life. And when he fails to live 
up to them, the experience is less traumatic and less discouraging. 
In other words, the symbolic meaning of the normative structure 
of the family and the transitional setting may be different. If so, 
this difference alone might permit the ex-patient more latitude 
in experimenting with new forms of behavior and in acquiring 
more satisfying patterns of living. 

It follows from all this that in managing the ex-patient’s course 
in transitional settings, the practitioner must necessarily be con- 
cerned with the symbolic meaning of the norms in his patient’s 
personality constellation. Much research may be needed before 
we learn what this means in rehabilitation. 

For example, it may be that changing the norms of the parental 
family promotes the rehabilitation of ex-patient sons better than 
attempting to rehabilitate them in transitional settings. For, in 
the long run, it may be self-defeating to raise their performance 
there and then return them to their families, as long as familial 
expectations remain unaltered. 

Finally, these studies throw light on the concept of “tolerance” 
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of deviant behavior as it relates to helping ex-patients function 
more adequately. “Tolerance of deviance” is often advocated un- 
critically as a panacea, as though the major, if not only, deterrent 
to ex-patients’ improvement is the common unsympathetic atti- 
tude toward the mentally ill. Aronson and Polgar (1960), however, 
report that the acceptance of nonconforming behavior without 
penalty led to “ingenious failure’’—the deviant expended more 
effort and ingenuity to achieve failure than he needed to be suc- 
cessful. And Simmons and Freeman (1959) point out that mothers’ 
“toleration” of the behavior of ex-patient sons with low levels 
of performance was associated with continued low performance. 
Thus, it appears that tolerance of deviance may encourage devi- 
ance. We need to know a great deal more about how attitudes 
affect this kind of deviance and the conditions under which toler- 
ant attitudes bring about improvement in behavior before we can 
generalize as to the kind of attitude the practitioner or the public 
should hold. But clearly, the implication of the work done this 
far is that lack of tolerance is not the general explanation of fail- 
ure of ex-patients to achieve higher levels of social competence. 


If grading stress is to be systematically practiced, a number of 
basic issues must be faced and resolved. The following are the 
most urgent. | 

It is obvious that individualizing care is a necessary condition 
of grading stress. Practitioners agree that what is an appropriate 
way of grading stress for some ex-patients is highly inappropri- 
ate for others. But almost all programs we visited or learned 
about had adopted rules and practices that operate against indi- 
vidualized care. For example, a sheltered shop terminates almost 
all its cases after eight weeks; another requires its clients to spend 
the entire day there, whether working or idle. Some halfway 
houses have rules that apply uniformly to all residents, such as 
that they be employed or that they limit their stay to six months 
or less. ‘Vhis is not to say that there must not be any general rules 
but rather that, in significant areas, individualization should be 
more important than a general rule. 

Repeatedly, the outward form of grading stress may be found 
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in a program but, in fact, it may not be there in substance. We 
cannot elaborate here on all the ways in which failure to individ- 
ualize care can result in failure to grade stress. We can only note 
that ultimately an effective program of graded stress, with its con- 
cern for graded goals appropriate to different patients at different 
periods in their careers and with its emphasis on “timing” of ex- 
posure to stress, must operate on the principle of individualized 
care. Otherwise programs are compelled to operate on abstract prin- 
ciples apart from the specific and changing needs and capacities of 
widely diversified patients. With our present knowledge, if grad- 
ing stress actually is to be done, it is necessary that each ex-patient 
become the focus of an unique experimental process, with gra- 
dients and timing of exposure to stress shaped by as particular 
needs, potentialities, and achievements. 

Furthermore, if practitioners are able to design individualized 
programs of care, there is no substantial reason for their failure 
to include in these programs ex-patients who are able to function 
only minimally in the community. At present, in most aftercare 
programs run by private agencies or voluntary groups, they usu- 
ally are not accepted as clients. ‘They either live marginal exist- 
ences in tolerant homes or are returned to mental hospitals where 
they live out their days as institutionalized cases. 

But if practitioners hold that all ex-patients should be given 
the opportunity to learn to live in the community, if they believe 
that a large percentage of them can learn to function with greater 
competence than most do at present, they must at least experi- 
ment with grading stress for the minimally functioning ex-patient. 
This work may lead to long-term post-hospital programs of care. 
In the event that these patients show little alteration in behavior, 
is the work with them justified by the knowledge that might be 
gained from the experiments? Are such programs worth-while 
even though work with other ex-patients whose prognosis is better 
may be curtailed? Can practitioners find a way to safeguard these 
programs from becoming dumping grounds for the “failures” of 
other programs? This danger especially is real as long as case loads 
are large and the need for quick success is pressing. The result 
might not be an attack on the problem of hospital chronicity as 
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its wholesale transfer to a new setting. The fear that long-term 
post-hospital settings will develop into centers of chronicity may 
have kept practitioners from developing them. Nevertheless, pro- 
grams to explore the potentialities of grading stress for minimally 
functioning ex-patients are long overdue. 

Perhaps most crucial is the question of how to bring ex- 
patients into these programs. Should they be persuaded or co- 
erced? Various studies (Meyer and Borgatta, 1959b; Olshansky, 
et al., 1960; Freeman and Simmons, 1961) show that ex-patients 
do not voluntarily seek aftercare, even when concerted effort is 
made to encourage them to do so. Is this because ex-patients func- 
tion adequately in the community and therefore do not need after- 
care? J. A. Davis, et al. (1957, p. 39) report that, of a cohort of 126 
cases, approximately one third remained out of the hospital 
continuously for over two years following release but that only 
half of them were working full-time or responsible for the care of 
a home. In other words, only 21 of the original 126 performed 
adequately at work—at least, when only one criterion of adequacy 
was applied. Similarly, in a study by Adler (1955) only about one 
third of the released male patients were regularly employed. 

It would seem then that a great many ex-patients are function- 
ing inadequately and that aftercare might help thems achieve a 
baie level of functioning. 

Freeman and Simmons (1961) suggest that, in order to insure 
out-patient aftercare, the patients might be obligated by law to 
participate in it. This, of course, is contrary to the philosophy of 
treatment of most private social agencies and private practition- 
ers as well as contrary to the accepted cultural norm that persons 
should have the right to remain sick, disabled, or handicapped if 
they so choose as long as they do not endanger others. 

Some practitioners believe that, if aftercare is integrated with 
in-patient care, the post-hospital program from the beginning will 
be accepted by the patient as the next step in his career. If he is 
prepared for this step during his hospitalization, neither legal or 
other types of coercion should be needed. But it is both incon- 
sistent and unrealistic to release patients with low levels of per- 
formance from mental hospitals, which is taken to mean term1- 
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nation of treatment, and then to expect them, as we now do, to 
volunteer for further therapy, restriction of activity, and direc- 
tion of their lives. In either solution, the position taken is that 
practitioners, representing society, have a right to attempt to bring 
about improvement in a social handicap. This is by no means the 
same thing as society’s right to incarcerate in institutions those 
considered by its agents to be mentally ill. If it is right to restrict 
and direct the life of the patient recovering from mental illness 
for the purpose of altering his behavior, then is it not also right 
in the case of other handicapped persons—the chronically ill, the 
physically disabled, and so forth? Practitioners may choose this 
course, but they should do so in full knowledge of what they are 
doing. 

Meyer and Borgatta (1955b, pp. 44-45) refer to this “dilemma 
between a voluntaristic philosophy of treatment and failure to 
reach a target population” as “‘one of the most crucial problems 
of the social work field as a whole.” More than that, it is a major 
problem in the field of the care of the mentally ill. 

A final issue is that of the adequate coverage and integration of 
the areas in which ex-patients may need graduated stress. 

Lack of coverage of various areas of the ex-patient’s life in which 
he needs help and lack of integration of different kinds of pro- 
grams are two of the most serious deficiencies of present attempts 
at grading stress. Thus, one can find day hospitals or sheltered 
workshops where grading stress is carefully carried out in the 
work area—attention is even given to the ex-patient’s intra- 
psychic difficulties—but no provision is made for grading the 
stresses attached to his living arrangements, even when they inter- 
fere with his progress at work. Similarly, even foster-family pro- 
erams and halfway houses of high caliber, while giving detailed 
attention to grading the stresses in the transition from hospital to 
community pay little systematic attention to stresses associated 
with work or recreation. ‘The same can be said of other kinds of 
programs. 

There is, in fact, to our knowledge, no program in this country 
that adequately covers the areas in which ex-patients have difficulty 
and grades the various spheres simultaneously in an interrelated 
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way. However vast the effort, such a program must be developed 
and its results assessed if the effectiveness of grading stress is to be 
adequately tested. 

Though such an undertaking may appear difficult, it is impor- 
tant to note that a model for such a venture exists in the “transi- 
tional communities” for returned prisoners of war developed in 
England near the end of World War II (Curle, 1947; Curle and 
Trist, 1947). In many ways the task of transforming POWs into in- 
dependent citizens is similar to increasing the social competence of 
ex-patients. The POWs were alienated from society and showed 
symptoms of desocialization: apathy, fear, hostility toward society, 
and dependence on the Army. The Civil Resettlement Units (CRU) 
were set up to “‘act as bridges between the Army and civilian life 
by providing a ‘community’ in which there was considerable in- 
tercommunication between these two spheres—a community de- 
signed along specifically psychological lines as a transitional so- 
ciety” (Curle, 1947, p. 42). 

Many of the techniques described in this chapter as ways of 
graduating stress for ex-patients were found in this program: the 
use of sheltered workshops offering the POW opportunity to gain 
confidence in manual skill as well as in his ability to complete a 
task through the use of personal initiative; the secure introduc- 
tion to “problems and social fields from which otherwise his par- 
ticipation might have been withheld by his anxiety, his guilt, or 
his hostility”; weekend leaves to reintegrate Army and home life 
gradually and in small doses; units run on the principle of volun- 
tary democratic participation, with morale based on self-discipline; 
and use of unit members to assist in the resettlement of new arrivals. 
The similarities between these features and those in transitional 
settings for mental patients is striking. 

There were differences however. Recognizing that readjustment 
is a two-way process, the CRU’s made greater use of representa- 
tives of community organizations (trade union officials, factory 
workers, industrial executives, local civic authorities) and of vol- 
unteers. And the community was expected to share the responsi- 
bility for “integrating CRU into the total home society’ (Curle, 
1947, p. 65). Moreover, systematic attention was paid to develop- 
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ing the most promising social structure and culture for achieving 
their objectives. Since it was assumed the POW’s problem lay in 
the social area, specifically in his inability to live in society, they 
understood that in large part the success of their endeavor was 
dependent upon developing an appropriate social structure. It was 
also assumed that this inability could be reduced through retrain- 
ing. Therefore, an educational rather than a medical approach 
was adopted. 

‘The issues discussed above are more than theoretical issues. They 
also are practical issues affecting the possibility of the practitioner 
putting his philosophy into practice. Thus, one who believes he 
can develop an adequate program for grading stress, without in- 
dividualizing care or without considering the difficulties involved 
in the recruitment of ex-patients into aftercare, to name two prob- 
lems, may find he has a program in name only. 


Chapter 16 


Providing Continuity of Care 


The idea of continuity of care for ex-patients seems to have grown 
out of attempts to improve arrangements for post-hospital help. 
The term “continuity of care’ sometimes is used synonymously 
with “aftercare” or “follow-up help” to indicate that some provi- 
sion is made for mental patients after they leave the hospital. Ty- 
hurst (1956) had in mind another meaning when he stated that it 
is an ideal now realized only for the private patient able to pay 
for full psychiatric care and that usually “the whole treatment 
plan is discontinuous. There is no relationship between the re- 
ferral situation, the in-patient treatment, and the post-discharge 
environment.’ Here continuity of care refers to the planning of 
a patient’s treatment so that the help given at any point is part 
of a total program. This is the more conventional use of the term 
and the one we use in this chapter. 

In either sense of the term, continuity of care may be said to 
exist if the practitioner plans current help for the patient in con- 
nection with that previously given. Sometimes the patient expe- 
riences it as a continuation of previous services, but this is not 
a necessary criterion. In some circumstances, in order to provide 
for his needs of the moment, the service given must differ from 
past help. But if it fits into a general plan of treatment, care may be 
said to be characterized by continuity. 

A number of programs for in-patients, out-patients, and ex-pa- 
tients have continuity of care as a goal, though phases of treat- 
ment are administered by separate agencies. It is rare for a single 
program to encompass all phases of a mental hospital patient’s ca- 
reer, and few, if any, combine services to mental hospital patients 
with help to out-patients who are never hospitalized. In other 
countries, particularly in England, to integrate all phases of 
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care is a primary objective. ‘The program of Mapperley Hospi- 
tal at Nottingham (MacMillan, 1956) mentioned in Chapter 10 
is an illustration of a highly integrated, well developed, all inclu- 
sive program of continuity of care. In this country, programs pro- 
viding this type of continuity of care are a thing of the future. 
However, because they believe our conventional separation of in- 
patient, out-patient, and ex-patient care leads to discontinuity of 
care, some practitioners are trying to replace the present system 
with coordinated care programs. 

As an idea rather than a general practice, continuity of care of 
mental hospital patients is by no means new. For many years, 
social workers, especially, have believed that hospital treatment 
would be more effective if patient and family were visited prior 
to hospitalization; if the relationship established then were main- 
tained until the patient was settled back in the community; if the 
patient’s treatment and the social work with family and patient 
were related; and if hospital and post-hospital help were con- 
nected. While here and there some attempt was made to continue 
a patient’s treatment and rehabilitation after he left the hospital, 
little was done in an extensive way. 

In seems that for continuity of care to be thought of as a nec- 
essary element and systematically practiced in a treatment pro- 
gram, certain ideas had to be present, but these did not enter 
into psychiatric thinking until a short time ago. For continuity of 
care rests on the assumptions that mental illnesses represent dif- 
ferent degrees of disability and that many persons so handicapped 
are able to live in the community and can remain there if appro- 
priate help is available. 

As long as professionals held that patients must be cured before 
they can be released from hospitals and that cure is a fixed point 
that can be attained in the hospital, continuity of care was 
irrelevant. ‘Those who needed care received it in the hospital; 
those on the outside were considered not to need continued treat- 
ment because they were cured. But many practitioners now be- 
lieve that the process of recovery may extend over a long time and 
that some ex-patients will need long-term help after leaving the 
hospital. Others hold that cure is achieved only occasionally and 
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under special circumstances and that recurrent crises are common 
among ex-patients, for which they need intermittent help from 
professionals. Whatever view is held, a change has occurred in the 
way in which the majority of mental hospital patients are seen. 
For one thing, tranquillizers have made it possible for practitioners 
to accept the idea that chronically ill patients can live outside the 
mental hospital if continued treatment is provided. 

Furthermore, the concept of continuity of care has assumed 
such great importance in practitioners’ thinking because they are 
coming more and more to believe that the mental hospital is not 
the only, or even the most effective, context for the treatment of 
the seriously emotionally disturbed. In fact, even hospital super- 
intendents now point out the potential damage that can be in- 
flicted on the hospital patient who might be better treated in the 
community. And finally many practitioners believe that to com- 
plete the treatment and rehabilitation started in the hospital, the 
patient, first, must live in the community and, second, must con- 
tinue his treatment. 

The current belief that rehospitalization can be prevented in 
many cases has promoted programs of continuity of care. Today, 
while practitioners think rehospitalization is a therapeutically use- 
ful maneuver in certain circumstances, in others they fear that it 
may be damaging or, at least, unnecessary. They argue, however, 
that the ex-patient must have post-hospital help when, unable to 
cope with stressful situations, he responds with psychotic or psy- 
choneurotic upsets, and that it is not the inevitable reactivation 
of the disease but the absence of help during crises that necessi- 
tates his return to the hospital. 

These ideas, coming together at one period in psychiatric his- 
tory, have led to what may well mark a new conception of the 
most desirable organization of services for the emotionally dis- 
turbed. If we realize how few programs are systematically practic- 
ing continuity of care, the conception appears unimportant, but, 
if we also realize that almost all leading practitioners in aftercare 
believe that it is one of the ideas that ought to be put into prac- 
tice, we may expect the rapid development and spread of such 
programs. Thus, even though the programs are few, it is impor- 
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tant to find out how continuity of care is currently executed and 
what are the barriers to its realization. 


Forms of Continuity of Care 


However great practitioners’ interest in continuity of care, it 
can be achieved only through appropriate organizational arrange- 
ments. But at present there are many, perhaps insurmountable, 
barriers. 

Among requirements for continuity in patient care, foremost 
is the linking together of the agencies and/or the helpers work- 
ing with the patient during the phases of his illness. To link help- 
ers in the hospital and community is obviously needed, but it is 
equally necessary to bring together all those working with a pa- 
tient within a single organization. Linking ranges from an infor- 
mal connection to an explicit arrangement between persons help- 
ing a patient at different times, the former occurring usually in 
small organizations or communities where professionals know each 
other intimately. The explicit formal arrangement characterizes 
organizations or communities whose size calls for the exchange of 
patients’ records, memoranda, conferences between workers, and 
the like. Linking does not necessarily mean coordination of agen- 
cies, only that helpers from different settings or programs work out 
a plan for a given patient. In some instances there may be a con- 
certed effort to get the staffs of two agencies to hold a common view 
of the ex-patient’s problems and to work together toward the same 
goal. In other instances contacts between workers are routine, in 
still others contacts are discontinuous and sporadic. 

Of course, a precondition of continuity of care is the willing- 
ness of the patient to continue to be helped. Programs differ re- 
garding the option given the ex-patient to accept or reject after- 
care, with compulsory aftercare programs at one extreme and 
voluntary participation in aftercare at the other. However en- 
trance to aftercare is arranged, most programs share common con- 
victions about the patient’s transition from in-patient to ex-pa- 
tient status; for example, it should be gradual rather than abrupt, 
reassuring rather than anxiety-provoking. But they differ as to 
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whether patient or staff is expected to take the initiative in arrang- 
ing for aftercare and whether and how the patient is prepared for 
aftercare prior to release. 

Most practitioners believe that continuity of care requires ap- 
propriate timing of aftercare contacts. Such timing cannot be 
standardized and must vary according to the ex-patient’s need. One 
construction of this view is that no time should elapse between 
release and admission to aftercare because all ex-patients need im- 
mediate support. Delay in initiating contact with ex-patients re- 
sults in discontinuity, even though help is finally given and is 
consistent with previous service, because it means the institution’s 
requirements rather than the patient’s determined the timing. 

Finally, continuity of care requires the previous phases of the 
patient’s mental hospital career be taken into account in the 
planning of further help. Yet this also is dificult to implement in 
practice. What usually happens is that only the latter part of the 
patient’s hospital experience, and only a small segment of that, is 
thought relevant to aftercare. Just how much of the patient’s ex- 
perience is pertinent to a particular kind of aftercare, and how 
might one use the information about previous and current experi- 
ences? Professionals with different orientations see different events 
as relevant; moreover, it is often difficult to obtain information 
about what happened to a patient in the past. 

In summary, the arrangements for continuity of care made by 
practitioners usually involve five elements: links between all the 
patient’s helpers, gaining the patient’s cooperation in entering 
aftercare, providing for the transition between settings or types of 
care, appropriate timing of contacts, and relating aspects of the 
patient’s previous experience to the further care planned for him. 
All these are involved in different degrees in each of the forms of 
continuity of care outlined below. 


CONTINUATION OF A RELATIONSHIP 


Some practitioners believe that continuity of care can best be 
achieved if one helper maintains a relationship with a patient 
during the various phases of his treatment and care in various in- 
stitutional or community settings. In this way he may have a cor- 
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rective emotional experience, a model for identification, an op- 
portunity to correct distortions, and a chance to verbalize his 
problems to someone who knows him intimately to gain a better 
understanding of them. Aside from the specific therapeutic possi- 
bilities in a continuing relationship, a helper who knows the pa- 
tient well can act as a pilot and a source of support in various set- 
tings, helping him deal more effectively with his own experience. 

The physician who maintains responsibility for his patient 
throughout all the treatment phases is one example of continuity 
of a helping relationship. Here it is implied that the disability 
of the ex-patient is an illness and his aftercare is largely a medical 
problem requiring direct contact between him and a physician. 
But, while continuity in the physician-patient relationship has 
long been a principle of general medicine, its extension to 
psychiatric disorders has been limited by the split between out- 
patient and in-patient psychiatric care, each of which is man- 
aged by its own medical personnel. Now, the growing num- 
ber of psychiatric sections in general hospitals and the extension 
in some localities of medical insurance to psychiatric illness in- 
crease the likelihood that the private psychiatrist will treat his pa- 
tients during both their out-patient and in-patient phases. More- 
over, continuity of care by general practitioners has been encour- 
aged by hospitals and furthered by the widespread use of drug 
maintenance therapy, the proper administration of which requires 
continued medical supervision. Finally, the trend toward using the 
physician is further demonstrated in the attempts to have mental 
hospital psychiatrists (usually psychiatric residents) continue their 
relationships with released patients in out-patient clinics. An even 
greater degree of continuity is established when the hospital psy- 
chiatrist also sees the patient in a pre-admission clinic before hos- 
pitalization. 

Alongside the trend toward increasing physicians’ participation 
in aftercare is that of increasing the variety of professionals who 
maintain continuing relationships with patients. Here, the con- 
ception is that many ex-patients do not need medical treatment and 
that factors such as the patient’s personality structure, his specific 
social needs, and the personnel resources in his community should 
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determine which type of service he is offered. ‘Thus, in certain 
instances, social work hospital staff continue to see the ex- 
patient. In other instances, community helpers, such as public 
health nurses, social workers, or vocational rehabilitation coun- 
selors, continue in the post-hospital period a relationship devel- 
oped prior to the patient’s hospitalization or his release. ‘The ra- 
tionale for making one of these workers the key helper is that 
aftercare is primarily a problem of rehabilitation and as such is 
a social not a medical problem, and that workers trained in the 
use of community services should provide the patient with the 
continuing relationship. 

Continuity of a relationship with a helper is believed to have 
distinct advantages. Of all the forms of continuity of care, it is 
least affected by the patient’s entrance into or discharge from an 
institution. Thus, there will be fewer gaps in help because of the 
limitations of a particular institution; continuation is not contin- 
gent upon a succession of administrative arrangements; and the 
problem of linking helpers in separate agencies is eliminated. 
If a satisfying relationship with a helper developed in another 
context is continued in aftercare, he is more likely to feel positive 
about aftercare and less likely to feel distrustful of and resistant 
to it. 

A disadvantage in a patient’s having just one helper is that 
the patient’s chances of being without any help at all because 
of unavailability or departure of the helper are greater than 
if he had several. Furthermore, he is denied the benefit of rela- 
tionships with different types of persons in a variety of profes- 
sional roles. Finally, if he has several helpers, his chances are 
greater of finding one with whom there is a particularly good 
therapeutic fit. 


CONTINUITY OF SERVICES 


Continuity of service means that help continues even though 
the helper may change; not the particular relationship but the 
type of relationship is important. It is attempted in two ways: ei- 
ther the mental hospital administers aftercare as a continuation 
of in-patient care; or, through a collaborative arrangement with 
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a hospital, a community agency provides post-hospital help related 
to that received by the patient in the hospital. 

Foster-family care (Hollier and Harrison, 1956; Fisher and 
Hirsch, 1957) is an example of a hospital-managed aftercare pro- 
gram with a high degree of continuity. Though the patient trans- 
fers from the ward’s social worker to a family-care worker, change 
of helpers does not mean interruption in service or in kind of 
service. Since she is thoroughly familiar with the program, the 
first worker prepares the patient for entering family care and the 
second can quickly become familiar with his hospital experiences 
and problems through hospital records and his first worker. Con- 
tinuity of service follows because the helpers have the same pro- 
fessional training and use the same techniques of help, participate 
in the same program and in the same institution, and so share a 
common set of understandings, philosophy of aftercare, and spe- 
cific practices. 

Continuity of service seems more difficult to provide when after- 
care is administered not by the mental hospital, but, for example, 
by a community aftercare clinic which provides the ex-patient’s 
therapy or casework. It is hard for helpers in different organiza- 
tions to achieve a working relationship. Prerelease planning and 
the development of a relationship between patient and aftercare 
worker before discharge tend to be neglected. That this is not 
solely owing to geographic distance is demonstrated by the fact that 
a few community agencies have found ways to provide continu- 
ity in service. The Altro Health and Rehabilitation Services, Inc., 
in New York City (Bellak and Black, 1960) helped establish a re- 
habilitation team at Rockland State Hospital (Orangeburg, N.Y.) 
to stimulate the planning of rehabilitation early in the patient's 
hospitalization and to prepare him for aftercare at the sheltered 
workshop. A joint project between Jewish Family Service, Inc., 
in New York City and Hillside Hospital at Glen Oaks, N.Y., (Mar- 
cus and Gilchrist, 1959), in the course of demonstrating that a fam- 
ily agency can offer an important service to ex-patients, worked 
out at the same time a plan for continuity of casework service. ‘The 
family agency’s worker participated in the predischarge confer- 
ence and, when possible, interviewed the family and patient prior 
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to discharge, establishing a relationship with the patient she con- 
tinued after his release from the hospital. 

Although continuity of service seems easier if the mental hos- 
pital handles aftercare, some experts believe that in many in- 
stances this is neither possible nor desirable. ‘The geographic dis- 
tance between home and hospital may be so great that adequate 
aftercare can be given only by an agency in the ex-patient’s own 
community. Thus, in many of the larger states, if the present trend 
continues, community agencies aftercare clinics are and will con- 
tinue to be the main source of aftercare. Then, too, some feel that 
the ex-patient’s reintegration into the community will be fur- 
thered if aftercare is handled by a community agency rather than 
by a mental hospital. Many ex-patients, particularly those hospi- 
talized involuntarily, are antagonistic to the hospital and its work- 
ers and fear that continued help from them will increase their 
chance of rehospitalization. Some practitioners believe the stigma 
of help is lessened if it comes from a community agency and not 
from a mental hospital. And the change of workers as well as the 
transfer to a different agency may impress on the ex-patient the 
changes occurring in himself. Since community agencies repre- 
sent the greatest potential resouce for augmenting aftercare serv- 
ices, it is important to work out a plan for using their staff to give 
continuity of care. | 


CONTINUITY OF PROGRAM 


While most practitioners think of continuity of care as the con- 
tinuation of a specific helping relationship or service, some would 
include continuation of a program for the patient under this ru- 
bric. What is continued is not a given treatment, service, nor re- 
lationship but the plan developed for the patient while he was in 
the hospital. Thus, even though the post-hospital help may differ 
from the hospital’s and he may have a new helper, continuity may 
be built in by coherence of the plan of treatment. 

This is the aim when a vocational rehabilitation counselor from 
a state department of vocational rehabilitation is assigned to a 
mental hospital to help plan and carry out a patient’s work reha- 
bilitation. But this does not, of course, necessarily mean that con- 
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tinuity in care will, in fact, occur. Continuity depends on many 
other conditions, in this instance on the hospital’s interest in de- 
veloping aftercare plans, on the seriousness with which it regards 
the vocational rehabilitation counselors’ recommendation, and on 
the resources at hand. The counselors assigned to mental hospi- 
tals sometimes complain that the institution is not interested in 
their services and does not know how to use them and that their 
own agency places limitation on their planning for patients’ needs. 
Almost always, too, there is the complaint that the paucity of com- 
munity resources makes: it impossible to carry out aftercare 
plans. Yet, despite difficulties, many hospitals now make effective 
use of vocational rehabilitation counselors. 

Another arrangement to insure continuity is the providing of 
aftercare by community agency workers, for example, those of a 
health department (Peeples, 1956) or those of a social welfare de- 
partment (Winston, 1958), in cooperation with mental hospitals. 
In some instances, the worker is given a brief orientation at the 
hospital though his day-to-day work is in the community. When 
the patient is about to be released from the hospital, the agency 
is notified, and a summary of his record and the recommendations 
for aftercare are given the worker who is to assume responsibility 
for him. The worker may visit the family and prepare them for 
his return, then continue to follow-up patient and family for a 
period of time in order to implement the hospital’s recommenda- 
tions. While it has the advantage of the geographic proximity of 
helper and ex-patient, such an arrangement creates many prob- 
lems. Since ex-patients are only one of a community agency’s re- 
sponsibilities, it may not have much investment in helping persons 
with the type of difficult problems they present nor the time re- 
quired to deal with these problems. Often agency workers com- 
plain that the hospital does not give them adequate information, 
that they do not receive referral early enough, or that they receive 
insufficient consultation from medical staff. 

Here, too, despite many community workers’ lack of training in 
handling ex-patients, some experts believe there are advantages 
in having a community agency rather than a mental hospital or 
special ex-patient organization provide aftercare. Ex-patients are 
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impressed when a community agency takes an interest in them 
and gives them services similar to those received by other people. 
Here again, some practitioners emphasize that, if continuity of care 
is to occur attention will have to be paid to developing cooperation 
between hospital and community agencies. 


RELATIONSHIP WITH AN ORGANIZATION 


Finally, some professionals visualize continuity of care as being 
effected through an ex-patient’s continuing relationship with one 
organization. The focus here is more on the consistency of post- 
hospital services over a long period of time than on the continuity 
between hospital and post-hospital care. 

When a professional says that continuity of care can be achieved 
by the ex-patient’s maintaining a relationship with an organization, 
he does not mean that the ex-patient necessarily is in continuous 
contact with a helper. One ex-patient will contact the agency in- 
frequently; he primarily needs the knowledge that he can turn for 
help to an organization that knows him. Another needs periodic 
contacts of greater frequency. Still another requires permanent and 
continual help. In each instance, continuity of care is being given 
if the help at any point takes into account what has been done in 
the past. Continuity of care can be achieved if the ex-patient renews 
his contact with a given organization when he needs help. ‘Though 
the patient sees different helpers and is given a variety of treat- 
ments and services over a period of years, the organization, itself, 
may approach his particular needs in an integrated way. Here, co- 
herence and consistency make for continuity of care. 

Permanent and continual help is a most difficult commitment 
for an organization, since it requires so much of the staff’s time. 
In this country, of the few programs of this type, the most notable 
is foster-family care. In one such program, the chronic patient is 
placed in a suitable home with the understanding that the social 
worker will visit him and the foster parents each week, indefinitely; 
as a matter of fact, workers believe that this commitment is a pre- 
requisite to keeping him in the community. 

Some drug maintenance programs operate on the assumption 
that the chronic patient requires indefinite continuation of med- 
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ication (Kris, 1957). Proper administration of drugs presumes 
knowledge of his previous reactions, and he must be seen regularly 
if complications are to be prevented and the drug properly con- 
trolled. 

There is some support for the idea that continuous care may 
not be necessary. Certain ex-patients can be helped to remain 
in the community if they are checked on an infrequent but regu- 
lar schedule, the usefulness of which lies, in part, in its demon- 
strating that some organization is really interested in them and 
that, if necessary, they can come to it for help. In the Follow-up 
Clinic of the Allan Memorial Institute of Psychiatry in Montreal, 
Canada, former patients who live some distance away are “‘written 
to automatically three months after discharge and at six and twelve 
months if they reply. ‘This serves to give them a good deal of sup- 
port and often helps to re-establish them in treatment as this be- 
comes necessary” (Boag, 1957). 

In some places, continuing help is given ex-patients through 
widely-spaced visits of public health nurses who not only assist 
them in immediate problems but keep the door open to further 
help. As noted earlier, many practitioners believe the public 
health nurse is the most appropriate community worker to give 
follow-up care. She generally is accepted as qualified to help 
families with all kinds of problems, from prenatal care to innocu- 
Jation against communicable disease, and her strategic position 
allows her to refer patients and families to community agencies 
for services she cannot give. Again, though the particular nurse 
may change, the agency’s records make it possible for any of her 
colleagues to determine what has been done for the family in the 
past and what might best be done at present. 

Finally, a variety of organizations offering aftercare—mental 
hospitals, clinics, halfway houses, social rehabilitation centers, and 
day hospitals—assure their clients that, following the period of ac- 
tive service, they are welcome to visit at any time. 

One halfway house (Vermont Project for Rehabilitation of 
Chronic Schizophrenic Patients, 1959) encourages its ex-patients 
to keep the connection alive and to return for consultation and 
for meetings of the ex-patients’ club. This open-door policy is a 
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common way of keeping in touch with those who need continuing 
though not necessarily frequent contact. 

Continuity of care in any of these four forms! is conspicuously 
rare in the aftercare of mental hospital patients. Where it is prac- 
ticed, however, some programs combine several forms; for exam- 
ple, a foster-family-care worker continues a service begun in the 
hospital, gives the patient new services, and helps him maintain 
a continuing relationship with an organization. 


Discussion 


The usefulness of aftercare is all too often reduced by an un- 
necessary fragmentation and unrelatedness of services given at 
different times. Past services should be meaningfully related to 
present ones, and all must add up to a well-planned total pattern. 
This conception might be considered utopian in view of the small 
proportion of ex-patients actually receiving aftercare. But leading 
students of the subject put it forth as neither impractical nor 
idealistic in the hope of influencing the future organization of in- 
patient and ex-patient care. The conviction is growing that only 
a program providing continuity of care can maximize the services 
of the limited number of available professionals. The basic difh- 
culties in achieving continuity in care are due precisely to the 
shortage of professional personnel, the lack of funds for aftercare, 
and the great geographic distances often separating ex-patient and 
mental health facility. While these are limitations, continuity of 
care would be still difficult, even if considerably more money and 
personnel were available. 


AROUSING PROFESSIONALS’ INTEREST IN 
GIVING AFTERCARE 


A major obstacle to continuity of care is professional indifference 
to aftercare in general, a state of mind imputed to community 
agency workers by rehabilitation-oriented staffs in mental hospitals 
and to mental hospital staffs by workers in the community. Mental 
hospital staff who believe that the final stages of patients’ rehabilita- 
tion must occur in the community complain that agency workers 
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repudiate responsibility for ex-patients on the ground that they 
need long-term help, are too “‘sick’’ for them to handle, or require 
the specialized help of a mental hospital or aftercare clinic. A few 
agencies do give short-term help but to a limited number of ex- 
patients. The mental hospital practitioner realizes that agencies’ 
reluctance is based on fear of the patients’ becoming permanently 
dependent upon them and of long-term commitments that would 
tie up their staff with a small number of clients. These are question- 
able assumptions, for aftercare does not necessarily call for long- 
term help nor large amounts of professional time, nor involve- 
ment in insoluble problems. Such assumptions about aftercare are 
based on the model of interminable psychotherapy—years of a 
highly trained professional’s time devoted to one patient whose 
gains are never solidified. Indifference to aftercare, however, is 
not limited to community agencies: general practitioners in large 
part have hesitated to give post-hospital care despite concerted at- 
tempts to enlist their aid (Ruilman, 1960). 

It is interesting that precisely the same charge is made against 
mental hospital personnel by workers in community programs, 
who report that they are expected to handle ex-patients capable 
only of marginal social adjustment with little or no help from 
mental hospitals. They complain that hospital workers are so in- 
volved in treatment and so oriented toward illness that they do 
not have time for planning rehabilitation and make little attempt 
to work with the community agency staff before the patient leaves 
the hospital. Particularly when the patient is in the hospital on a 
voluntary rather than committed basis, hospital personnel may 
not even refer him for what aftercare is available. Cooper (1957) 
observes that a central problem for aftercare clinic staff is created 
by referral to the clinic at the time of release or only shortly be- 
fore it, instead of long in advance. 

We found that it 1s not unusual for community agency person- 
nel and mental hospital staff to deprecate each other’s interest in 
aftercare, and in ex-patients, as well as to question each other’s 
competence to give aftercare and willingness to work with other 
organizations. Whatever the justification, mutual distrust increases 
the separation between the work of hospital and community agen- 
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cies and hampers both in taking the first step toward cooperation. 
Yet, even if they held more favorable opinions of each other and 
were committed to working together, continuity of care would be 
difficult to effect. For the required organizational arrangements 
cannot easily be developed if the professionals continue to uphold 
current institutional and professional prerogatives. 


THE JEALOUSLY GUARDED 
INSTITUTIONAL DIVISION OF LABOR 


A professional in almost any organization can document the 
numerous ways in which its rules and organizational boundaries 
make interorganizational work difficult. The division of labor 
between personnel in mental hospitals and in community agen- 
cies is especially powerful in preventing the staff of the one from 
working with the other to develop continuity of care. For example, 
though maintenance of one helping relationship is considered by 
some leaders to be the preferred form of continuity, this is pre- 
cisely the form most difficult to arrange for psychiatric patients. 
The private psychiatrist can serve as the patient’s hospital physi- 
cian only if the patient is hospitalized in a psychiatric ward of 
a general hospital, and then only if the psychiatrist has hospital 
privileges. It is well-nigh impossible for the private psychiatrist 
to continue his patient’s treatment if the latter is hospitalized in 
a public mental hospital. Similarly, few community agencies can 
arrange for workers to maintain contact with clients who are hos- 
pitalized. The reverse is true when the patient leaves the state 
mental hospital. For his hospital physician to continue to treat 
him on the outside, the hospital must have its own aftercare clinic 
and make explicit arrangements for the given physician to work 
there. Continuity undertaken by a nonmedical staff member is 
no more feasible. In some hospitals, staff are specifically enjoined 
from continuing relationships with discharged patients. 

Even where the organization’s rules permit the professional to 
work outside its traditional boundaries in order to provide con- 
tinuity in patients’ care, the attitudes of other professionals inter- 
vene. Thus, in one instance, attempts by public health nurses 
to work with mental hospital patients before release were frus- 
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trated by the unwillingness of hospital staff to give them infor- 
mation or to confer with them about patients. Several years of 
groundwork were necessary before a working relationship be- 
tween the nurses and hospital personnel was established. 


DIFFERING GOALS, VALUES, AND SOLUTIONS 


When one or a combination of workers in one organization 
attempt to coordinate efforts with workers in another on behalf 
of a patient, various difficulties arise ranging from ‘“‘misunder- 
standings” such as “failure” of one set of professionals to see what 
contribution the other can make to the patient’s rehabilitation, to 
outright disagreement on how aftercare should be handled and 
what the helper’s role in it should be. Discord seems most 
marked between workers trained in individual psychotherapeutic 
techniques and approaches—particularly psychiatrists, psychiatric 
nurses, and psychiatric social workers—and community helpers, 
such as public health nurses, vocational rehabilitation counselors, 
and group workers. Interestingly enough, it is the latter who most 
often explain the “‘misunderstandings” as differences in orienta- 
tion; the former usually attribute them to inadequate communica- 
tion, to be corrected by conferences or by training sessions to help 
the nonclinically trained gain “greater understanding of the prob- 
lems and potentialities of the mentally and emotionally handi- 
capped.” (It is not reciprocally argued that the clinically trained 
professional can benefit from learning about practices and view- 
points of community workers!) However, conferences do not nec- 
essarily bring consensus between professionals guided by completely 
different conceptions. 

Although there are marked differences in conceptions of how 
to give aftercare, no one has made a systematic study of dif- 
ferences in practices. Thus, it is not possible to specify the 
bases of disagreements, as Miller (1958) was able to do for 
organizations concerned with preventing juvenile delinquency. 
However, our interviews with participants in aftercare programs 
revealed two points of view: the first, that only individual psycho- 
therapy will help ex-patients and, the second, that aftercare is a 
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broad problem, requiring the integration of a variety of proce- 
dures, any one of which may turn out to be crucial for a given 
patient. Professionals adhering to the first theory believe that 
ex-patients can be helped only by someone, preferably a psychia- 
trist, trained in individual psychotherapeutic work with mentally 
disturbed persons, even going so far as to maintain that “ten 
minutes with such a professional can give the ex-patient more 
reassurance and support than hours spent with nonclinically 
trained workers.” Rehabilitation services are secondary, useful in 
some instances, but only if the patient has the basic psychothera- 
peutic relationship. 

Adherents of the other position share the assumption that 
ex-patients, like other members of the community, are a varied 
eroup needing a variety of services. They see ex-patients as 
persons to be helped in the same way as others, that is, by 
dealing not primarily with their pathology but with their strengths 
and by providing for both their social and psychological needs. 
Although they would agree that ex-patients need to be handled 
sympathetically, with an understanding of their particular dif- 
ficulties in living in the community, they add that, for many, 
conventional psychiatric treatment or casework may not be of 
the first order of importance. Help can be that given by qualified 
community workers, such as, for example, the type of help social 
workers trained in general resocialization provide in rehabilitation 
centers (S. H. Fisher, et al., 1960). 

There is, however, a tendency to mask these differences in point 
of view by referring to them as problems of communication, as if 
they were merely questions of inadequate information. The com- 
munity-service—oriented personnel’s acceptance of the assumption 
that they can benefit from learning about the psychodynamic prob- 
lems of mental hospital patients further obscures the real differences 
in philosophy of aftercare. Interorganizational conferences to 
“educate” personnel, to exchange information, and to reach joint 
decisions can fail to provide the common ground necessary for 
continuity of care by neglecting to come to grips with basic differ- 
ences in orientation and philosophy. 
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PREOCCUPATION OF EACH ORGANIZATION WITH 
ITS INTERNAL PROBLEMS 


Another complaint commonly made by workers involved in 
interorganizational aftercare is that it is difficult to make the 
arrangements necessary for effective work. For example, agency 
workers complain that they do not receive referrals from the hos- 
pital soon enough or with adequate case information. Sometimes 
the requested information is never given, the hospital regretfully 
acknowledging that institutional matters are so pressing that per- 
sonnel can devote little time to the requests of outside workers. 

The problem is not always merely one of time but rather of 
instituting inconvenient or even undesirable changes within the 
institution. For example, in an instance known to us, nurses giv- 
ing post-hospital help to mental hospital patients wanted closer 
connection with the hospital’s medical staff, more medical infor- 
mation, and more immediate notification of patients’ impending 
release. For the hospital to grant these requests, the hospital 
record system would have had to be altered, and ward physicians 
would have had to spend more time writing notes and pre- 
scribing aftercare. Although this might have satisfied the nurses, 
it would have burdened already overloaded physicians. This would 
conflict with a major objective now being pursued in many state 
mental hospitals: to reduce psychiatrists’ administrative work so 
that they can give more time to the individual patients and to ward 
programs. Furthermore, to involve the physicians more in giving 
information to agencies would change the role of the social worker, 
whose function it is to arrange for aftercare. 

The same problem in reverse existed from the viewpoint of the 
hospital: social workers serving as liaison with the agency and as 
consultants to the nurses complained that the latter did not know 
how to use their services. The supervisory role assigned them by 
the hospital was not accepted by the nurses in the agency who 
maintained that only a member of their own profession or a psy- 
chiatrist should help them with their problems. 

Underlying what appears to be merely different conceptions of 
how various professional groups prefer to work is the basic fact 
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that each organization is committed first to solving its own prob- 
lems of operation. Thus, maintaining a viable institution or avoid- 
ing the introduction of procedures that are inconsistent with the 
organization’s present practices supersedes developing effective 
interagency cooperation. 


CAREER NECESSITIES 


The professionals’ furtherance of his own career sometimes in- 
terferes with the practice of continuity of care, particularly in the 
continuity of a relationship with a patient. In the case of psychi- 
atric residents or students in social work, the requirements of 
training can make the continuation of relationships with patients 
impossible. ‘The personal advantages to the resident and the so- 
cial work student of working on a variety of services, dealing with 
different types of cases, and, in the case of the psychiatrist, leav- 
ing hospital work to enter the more desirable world of private 
practice as soon as his training is completed, all work against con- 
tinuity of care in the form of a continued relationship with 
patients. 

These five barriers to continuity of care pose quite different 
problems, with varying possibilities of solution. Attempts to re- 
duce these barriers have been made from a number of vantage 
points. 

Whereas the increase in the number of psychiatric units in gen- 
eral hospitals will make it easier for the psychiatrist’s private 
patients to get continuity of care, the problem of such care for 
most state mental hospital patients is not likely to be solved in 
a like manner. But they may ultimately receive it through training 
programs for general practitioners (Goshen, 1958; Matthews, 1958; 
Boag, 1957). For example, in one program, practitioners are invited 
to a seminar in a state mental hospital to discuss patients they re- 
ferred for hospitalization and to help in their management after 
discharge. In another, the physicians are kept informed of their 
patients’ hospital treatment and at the time of release are sent 
summaries of the patients’ record. In yet another, the hospital 
sends the referring physicians weekly progress reports that are 
actually copies of the notes in the patients’ record. And still an- 
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other program operates an institute for general practitioners in 
which psychiatric specialists acquaint them with procedures for 
post-hospital care. 

Continuity of service is provided in one community by a co- 
ordinating council of representatives of organizations giving serv- 
ices to the ex-patient. The public health nurse from the county 
health department visits him and forwards a report on his needs 
to a central committee; a social worker from another agency col- 
lates information about him from records of agencies and profes- 
sionals having previous contact with him. The central committee 
of psychiatrist, psychologist, psychiatric social worker, public 
health nurse, and rehabilitation counselor then reviews the case 
and, if he is considered in need of continued help, he is referred 
to the most appropriate agency. Another scheme for reducing the 
barriers to continuity of service stems from a study of the rehabili- 
tation of the mental hospital patient (Beach, et al. [n.d.]). It seeks 
to improve communication and coordination through committees 
at various levels of the hospital and the agency involved in the 
patient’s care. Thus, the hospital part of the rehabilitation pro- 
gram is in the hands of “operating’”’ groups composed of the vari- 
ous professional specialties; in the community, the working com- 
mittees are composed of members of the various agencies. ‘The 
whole operation is tied together by the project director who acts 
as a leader on procedural matters, a coordinator of decisions of the 
committees, a transmitter of information from one set of com- 
mittees to the other, and an implementer of the research design. 

Finally, in several communities, mental health workers, nursing 
consultants, and representatives of community welfare councils 
are attempting to coordinate the work of agencies involved in post- 
hospital care programs. 

In the above we have focused on barriers that stand in the way 
of continuity in ex-patients’ care rather than on the implications 
of practicing continuity of care. Believing as they do that con- 
tinuity of care is highly desirable, most practitioners pay little 
attention to the problems it may entail. But the implementation 
of this now popular concept is probably not as free from disadvan- 
tages as some practitioners seem to believe. 
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We indicated that there are certain organizational requirements 
if continuity of care is to characterize the post-hospital help of any 
sizable number of ex-patients and that these requirements have 
been difficult to fulfill. We now suggest that conflicts in values and 
in organizational aims and interests underlie the difficulties we 
outlined. 

A conflict in organizational goals makes it necessary to give one 
agency responsibility for providing continuity in care. Responsi- 
bility does not necessarily mean that the organization itself does 
aftercare, only that it should set up the machinery—administer 
funds, stimulate professional interest, provide consultation to com- 
munity workers, bring together practitioners from various organi- 
zations, and so on. And some maintain that only a public agency 
can satisfactorily perform this coordinating function but there is 
no agreement on which agency it should be or how far it should go 
in exercising its powers. For example, how much and what kind of 
pressure should it exert on private practitioners and agencies to 
practice continuity of care? Faced with just this problem, the 
psychiatrist-director of a large public agency communicated to us 
that he felt there was a conflict between discharging his responsi- 
- bility for the aftercare of state mental hospital patients and 
safeguarding the autonomy of private help agencies. Basically, 
of course, his is the problem of maintaining private welfare and 
medical services alongside their public counterparts, a dilemma 
not only of aftercare but of the entire field of the care and treat- 
ment of the mentally ill in our society. 

There is no disagreement on the importance of basing helpers 
in communities, but controversy centers around whether these 
workers should be attached to the mental hospitals or to some other 
governmental bureau. Another controversy is whether control and 
administration of the program should be centralized or should be 
decentralized in local communities. And which_ professionals 
should do aftercare? Should workers who are not clinically trained 
play a major role in the programs? How may adequate super- 
vision and consultation be assured for them? The shortage of 
mental health personnel in all communities means that most com- 
munity workers will be inexperienced. If they are to be adequately 
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supervised, clinically trained practitioners will have to reduce the 
amount of time spent in direct treatment in order to train others 
in aftercare. How can independent professionals or those in inde- © 
pendent agencies be persuaded to do this? 

To what extent should the authority responsible for aftercare in- 
terfere with the autonomy of professionals in agencies and in pri- 
vate practice in arranging continuity of care? Regardless of whether 
an outside agency urges it, the logic of a continuity of care pro- 
gram requires that both mental hospitals and community agencies 
change their practices. To some degree hospital personnel will 
have to give up the exclusive right to decide how their patients 
should be handled in the post-hospital period. In a similar fashion, 
agency personnel will probably have to forego cCommplte independ- 
ence when they participate in aftercare. 

A patient does not move in a straight progression from out- 
patient to in-patient and thence to ex-patient status; frequently 
he moves back and forth between hospital and community. There- 
fore, plans for continuity in the care he is given must begin at 
the time he enters the system and must continue through the 
various phases of his difficulties. If this principle is to be put 
into practice, it means the reorganization or alteration of a num- 
ber of treatment facilities, especially making their boundaries 
less impermeable. This would mean some change in the relations of 
physicians in private practice and those in public and private 
organizations (social agencies, mental health clinics, and mental 
hospitals) and in the relations between receiving hospitals and 
treatment hospitals. 

Few practitioners have been concerned about the possible dis- 
advantages of continuity of care for particular patients, probably 
because its advantages seem so attractive. And since its practice 1s 
limited, most practitioners advocating it have not had the oppor- 
tunity to see what might happen when it is put into operation. It 
is important, therefore, to point out some of the problematic 
aspects of introducing continuity in a patient’s care. For one 
thing, an unintended conservatism may be fostered. Continuity 
of care may be interpreted to mean that, above all else, a particu- 
lar service must be continued for an ex-patient. New services may 
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not be considered for him, and he may not be referred, for ex- 
ample, to a group work program because his hospital case worker 
focuses solely on getting him continued casework. In any philoso- 
phy of help there is always the possibility of a narrow construction 
and the danger in the case of the concept of continuity of care 1s 
that it will be taken to mean a particular service. ‘Thus, it may be- 
come a mere mechanical repetition of the treatment given in the 
mental hospital whether appropriate or not. Often hospital care 
is focused exclusively on pathology, little attention being given to 
the patient’s social needs and to the problems he will meet in re- 
learning or adapting to the roles expected of him after hospitaliza- 
tion. And if, in the interest of providing continuity of care, his 
pathology is focused on exclusively, aftercare may become stereo- 
typed and fixed in a mold not suited to his needs. 

Emphasis on continuity of service also carries with it the possi- 
bility of its being used to extend the domain of a particular spe- 
cialty. This, too, may be quite unintentional. But when a worker 
invests himself in the service he gives, he may see new ways in 
which it could operate to help patients and may quite honestly 
fail to appreciate the superior value of another specialty in the 
_ given situation. Such role imperialism, of course, arouses the hos- 
tility of professionals on whom it is exercised and interferes with 
collaboration with workers in other specialties. More serious, in 
the skirmish over who is to help the ex-patient, he may take 
second place. 

Continuity of care promotes the possibility of stereotyped con- 
ceptions of the patient’s needs and attributes. Though little atten- 
tion has been given to it, the fact is continuity of care involves 
the communication of more than objective information about 
him. The better the continuity of care, the more likely are his 
past reputations and failures to follow him from setting to setting, 
robbing him, as it were, of the opportunity to develop new pat- 
terns of relationships and new modes of adaptation. 

Finally, continuity of care, as it often is brought about adminis- 
tratively, seems to require keeping the ex-patient in the status of 
patient while he is receiving aftercare. For example, until a com- 
mitted patient receives his discharge, he is unable to exercise ordi- 
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nary civil rights and thus to transact the business of living as a 
normal adult. Frequently, the court appoints a guardian for the 
committed patient, an action that psychologically as well as legally 
places him in the status of a minor and only increases his difficulty 
in standing on his own feet. ‘This is a most curious state of affairs, 
for, while he is being rehabilitated, he is deprived of the very rights 
on which his rehabilitation depends. ‘This may reduce or even 
destroy the possibility that he will benefit from the services he 
receives. 

Our observations should not be construed to mean that we urge 
the suspension of continuity of care until all the problems we 
have raised are solved. We suggest only that, despite the high 
place the idea of continuity of care occupies in the esteem of prac- 
titioners in aftercare, we do not yet have evidence that it signifi- 
cantly contributes to the patient’s reintegration into community 
life. Several research projects designed to test assumptions about it 
are underway, and, eventually, we may have more detailed in- 
formation. At present, however, there is a high level of faith and 
little dependable knowledge. Consideration of the advantages as 
well as possible disadvantages of the trend toward providing con- 
tinuity in the care of mental hospital patients might lead to a 
greater refinement of the concept than now exists, to its applica- 
tion in more selective ways, and to the development of action re- 
search projects in which some of its assumptions may be tested. 


Chapter 17 


Problems and Issues of Aftercare * 


“The goal of aftercare is to reintegrate the mental hospital patient 
in his community.”’ Although this has become a cliché of practi- 
tioners, that should not obscure the fact that it represents a signif- 
icant change in their thinking. Until recently even hospital social 
workers—to say nothing of other professionals—were too preoccu- 
pied with in-patient care to devote themselves to reintegration of 
patients into the community even though they saw it as one of 
their functions. 

As psychiatric practitioners have become concerned with their 
patients’ resettlement in a community, they become impressed with 
the difficulty ex-patients have in being accepted. To understand 
the response of the community to the ex-patient, one must ask 
what mental illness and hospitalization in a mental institution 
mean in our society. 


The Devaluation of the Mentally Ill 


Laymen, as distinct from psychiatric helpers, have regarded those 
who suffer serious mental disturbance and who are hospitalized 
in mental institutions as persons apart from themselves—individu- 
als outside society. It is not only that the seriously mentally ill 
are unable to meet social responsibilities or are physically or 
verbally abusive. More important, the incomprehensibility of their 
behavior, their incapacity to respond in expected ways, and their 
uacceptable ways of behaving all are evidence of their disregard 
for societal norms. When someone violates our laws, refuses to 
abide by our conventions, and questions our values, he threatens 


* We are indebted to Sheldon Messinger for his suggestions regarding the formu- 
lation presented here. 
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our social order and invites ostracism. In contrast to them, the 
physically ill, although they, too, are incapable of fulfilling their 
usual responsibilities, do at least accept their obligations as mem- 
bers of society, understand that they are sick, in general try to get 
well, and cooperate with those trying to cure them. Furthermore, 
they behave more or less predictably. Thus, the physically ill are 
seen as “legitimate deviants.” ! But those defined as “‘insane’’ are 
not considered legitimately sick. Once they are so defined, they are 
expected not to get well, or to become sick again if they should 
recover. With the freight. of these attitudes directed toward them 
and with the enduring stigma placed upon them, it is difficult for 
even socially adequate ex-mental hospital patients to be reinte- 
grated into society easily. 

Patients’ difficult behavior before admission to the hospital 
creates an obstacle to their reintegration into the community. Hos- 
pitalization, itself, adds another obstacle. ‘The conventional large 
state mental institution traditionally separates patients from their 
families and communities and takes away most of their adult rights 
and responsibilities. ‘Thus, they are started on the road to insti- 
tutionalization that increases the difficulty of achieving full return 
to community life. And perhaps the greatest obstacle to community 
reintegration is created when an ex-patient manifests bizarre symp- 
toms that reafhrm him as an illegitimate deviant. 

Some practitioners, noting developments such as open hospitals, 
patient government, “therapeutic communities,’ and other ex- 
pressions of the new social psychiatry, conclude that community 
reintegration can now be easily accomplished, given the personnel, 
money, professional interest, and the like. Public attitudes are now 
assumed to be relatively favorable. It is true that the public seems 
more ready to accept this form of deviance.” But acceptance of 
mental illness on the intellectual level is one thing; receiving the 
ex-patient in one’s everyday life is quite another.? As Smith (1959, 
p. 26) points out, community reintegration is not solely the prob- 
lem of helping the patient adjust or master the transition from 
hospital to community; the helper must negotiate the bridge over 
which the patient can return because important forces prevent his 
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assimilation. And, unfortunately, some of these forces find ex- 
pression in resistance to aftercare programs. 


Sources of Resistance to Aftercare Programs 


EX-PATIENTS 


Strangely enough, one important locus of resistance to aftercare 
is the ex-patient himself.* He may have had disheartening experi- 
ences with professionals in the past; he may believe that his hos- 
pital treatment was ineffective or that nothing is wrong with him. 
Whatever his reasons, in general he is trying to avoid two un- 
desirable experiences: surveillance and stigma. 

In its least acceptable form, surveillance is associated in the pa- 
tient’s mind with custodial care in a mental institution—with the 
physical and psychic deprivations of mass treatment, routinization 
of a daily regimen, enforced idleness, and extensive control. Even 
when the worst features of custodial care are absent, some degree 
of surveillance accompanies hospitalization. Although the patient 
may be given more opportunities for activities and for contacts 
with the outside world, an increased amount of responsibility for 
himself, and some voice in what happens to him, hospitalization 
generally brings denial of freedoms that an adult takes for granted. 
He is stripped not only of the right to move freely but also of the 
right to eat what and when he wants, to go to bed when he wishes, 
to have relationships with the opposite sex, to seek entertainment, 
and so forth—all these rights being limited by what is considered 
therapeutic or protective or by the exigencies of hospital admin- 
istration. As he shows improvement, he may be allowed freedoms 
as privileges, the very term indicating that in the hospital these, 
the ordinary rights of the person on the outside, are special dis- 
pensations. ‘Thus, to one who has experienced hospital surveil- 
lance, his release marks the end of it and the beginning of freedom 
to direct his life as he pleases. While a given patient, particularly 
if he has been hospitalized for a long time, may be reluctant to 
leave his dependent status, many are eager to do so. It is just be- 
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cause he is anxious to avoid the inevitable restriction and super- 
vision in aftercare that the ex-patient in so many cases steers clear 
of help. 

An ex-patient may avoid aftercare for other reasons than that 
he hates surveillance. He may be aware that former patients func- 
tioning at low levels of adequacy remain in the community be- 
cause helpers have not detected their difficulties, and he there- 
fore avoids aftercare in order to hide his failures and difficulties. 
He does not want his improvement or lack thereof to be assessed 
by the social agents who. have the power to return him to the 
hospital. Thus, although aftercare may be designed to help him 
avoid rehospitalization, in some instances it may lead to the oppo- 
site. His avoidance of aftercare attests to his preference for re- 
maining in the community, even at a low level of functioning, 
rather than turning to the hospital for further help. 

The ex-patient quite understandably wishes to avoid a stigma- 
tized status. He knows that the community regards those hospital- 
ized for mental illness with suspicion and distrust. Hospital release 
gains him certain freedoms but not the fundamental freedom of 
being regarded as an ordinary person. Usually he can secure it 
only by concealing the fact of his hospitalization. By identifying 
him as an ex-patient, the agents of aftercare threaten to expose 
him. His avoidance of aftercare, then, may be partly motivated by 
his desire to be reintegrated into society as quickly and easily as 
possible. ‘he most direct route is for him to play normal social 
roles and act conventionally, regardless of aberrant intrapsychic 
processes—in other words, to try to “pass” as never having been 
mentally ill. His avoidance of aftercare is an expression of his desire 
to negotiate the bridge between hospital and community himself, 
rather than to have a helper do it for him.® 

In general, one might say that the reason for an ex-patient’s 
resistance to aftercare is the fear that what he thought was tempo- 
rary—the role of mental patient—may turn out to be permanent. 
Once in the patient status (even in its ex-patient variant), he may 
realize that it is both more inclusive and more enduring than he 
visualized. When one becomes a patient in a general hospital, 
one’s other statuses—occupational, familial, and so on—are not 
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quite as inoperative as when one becomes a mental hospital pa- 
tient. That the staff as well as the community should regard him 
as having only the one status while he is in the hospital he could 
bear, perhaps, for the sake of treatment, but, when he returns to 
the community, he finds himself in a status that entails a more or 
less permanent stigma. Thus, the more profound reason for his 
avoidance of aftercare is his desire to divest himself of a deviant 
status and to avoid possible permanent rejection and alienation 
from society. 


EX-PATIENTS’ FAMILIES 


One might assume that the family would be eager to have its 
deviant member receive aftercare, that they would seek it for him 
and consultation for themselves as well. Although the evidence 
is still fragmentary,® this does not appear to be the case. Even 
further, some families actively avoid aftercare in their eagerness to 
prevent the ex-patient and themselves from being stigmatized. As a 
consequence, the family may begin concealing his hospitalization 
even before he is released (Yarrow, et al., 1955b.). 

Many families are trying to reintegrate the patient into the com- 
munity without professional help. As Sampson, Messinger, ‘Towne, 
and others (1961) point out, reintegration may involve the suppres- 
sion or repression of memories incompatible with the role the fam- 
ily is trying to reconstruct. Thus, both patient and family may 
tacitly agree not to discuss past disruptive behavior or the hospitali- 
zation, and this is made easier by the family’s reluctance to define 
one of its members as mentally ill (Yarrow, et al., 1955a; C. G. 
Schwartz, 1957). As soon as the patient shows signs of “normality,” 
many a family reverts to its original explanation of his behavior 
which excludes mental illness as the reason for his difficulties. But, 
of course, these strategies would be interfered with by aftercare, 
since it not only identifies the ex-patient as such, but it prolongs 
his status as a deviant member of society. Reintegration actually 
may be easier if he is not in the status of ex-patient. That denial or 
dissociation of his difficulties may not lead to the desired goal does 
not discourage the family from trying. Only when they fail may 
aftercare be considered as the alternative. 
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The opposite motivation, the desire to keep the ex-patient from 
being reincorporated into the family in adult roles, may also lead 
to rejection of aftercare. Aftercare may be viewed as a threat to 
the status quo of the family because it attempts to change the 
ex-patient and his role in the family. 

Finally, the lack of common ground between the family’s and 
the professional helpers’ goals and values appears to play a signifi- 
cant role in the resistance of those of the lower class to profes- 
sional help (Hollingshead and Redlich, 1958, pp. 172-79). 

Whatever the family’s specific reasons for resisting aftercare, 
such help has an intrinsic “flaw.” ‘The very attempt to help the 
ex-patient requires his identification as a deviant. As a consequence, 
community members are not eager to afford him the opportunities 
aftercare workers seek for him. Thus, his participation in aftercare 
is the very thing that stands in the way of community reintegration. 


COMMUNITY MEMBERS 


The general experience of aftercare practitioners is that em- 
ployers, ministers, leaders of social clubs, general medical practi- 
tioners, and professionals in health or welfare agencies are op- 
posed or ambivalent to accepting ex-patients as employees, mem- 
bers, patients, or clients. Their explanation is not that ex-patients 
are violent, unpredictable, or strange, but they say: “We are un- 
able to handle that type of client,” or “Ex-patients are difficult to 
help, and my agency must serve those with whom we are more 
likely to show results,” or a given ex-patient “will not fit into our 
organization.”” What they are saying is that their enterprise is not 
designed for persons deviant in the way they conceive ex-patients 
to be. Realistically, aftercare helpers can maintain only that some 
ex-patients are no longer deviant and that many are not deviant 
in ways that matter for the business in hand. When this actually is 
shown to be the case, helpers find considerably less resistance and 
even a willingness to have contact with ex-patients. Their greater 
problem is to gain community members’ cooperation in reestab- 
lishing in ordinary social roles those whose behavior is still ab- 
normal. 

In these efforts, helpers are addressing themselves to two sepa- 
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rate problems: first, to establish a “normal” social role for no 
longer deviant ex-patients; second, to change the community's 
response to deviance, specifically to the deviance of ex-patients 
who have not recovered from their illness. 

The first problem reflects the absence of a bridge back to so- 
ciety for the “recovered”? mental hospital patient. Ordinarily he 
must live through the considerable discontinuity between patient 
and non-patient roles and avoid stigma as best he can. Because so- 
ciety nowadays is generally more hopeful about recovery and be- 
cause hospitalization does not always completely cut off the patient 
from his social network, considerable progress has been made in 
easing his transition from hospital to community. 

The second problem is more difficult because a solution to it 
involves changing the community’s response to behavior that 
undermines the stability of societal norms and values. Ordinarily 
deviance is ignored, denied, or punished. When aftercare help- 
ers ask the community to employ or otherwise help on therapeutic 
grounds those whose behavior is deviant, they ask it to alter basic 
organizational patterns and social values. ‘Two questions face 
the community: What place can it make for such persons, that is, 
to what extent and under what circumstances can it behave thera- 
peutically toward those who cannot perform adequately in normal 
social roles? What place should it make for them, that is, to what 
extent should it sacrifice other values so that the mentally ill are 
accepted and their rehabilitation in the community facilitated? 

Many practitioners take the stand that they are only seeking for 
the ex-mental-hospital patient the same status as that accorded 
physically ill persons. But it is clear that they want more for 
ex-patients than the mere exemption from responsibilities that 
are allowed by the sick role.” What they are asking is that society 
develop another status for ex-patients, one that will help them 
learn how to live in society while at the same time not penalize 
them for their failures to perform adequately during the learning 
period. Thus, what the practitioner wants is not that the ex- 
patient be dealt with by society as a sick person but as a trainee in 
living.® This is a vastly different matter and involves not only the 
acceptance of an ex-patient’s inability to function but also his 
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right to experiment in society with finding more satisfactory ways 
of living. If and when such a role becomes established, it will 
symbolize a basic alteration in the way mental illness is conceived 
in our society and a profound change in the way it is handled by 
laymen and practitioners. 

It is important, then, for practitioners to recognize that what 
they are after is a major change in how society deals with threaten- 
ing behavior, actual and anticipated, of the mentally ill. And, 
further, that the resistance to their attempts to bring this change 
about is not mere prejudice but represents responses to the threat 
of alteration of basic, and in some ways, quite functional social 
patterns (Cumming and Cumming, 1957). 

In any case, aftercare is at that stage of development in which 
the motivation of those who want to provide the service is stronger 
than of those who are candidates for it. Perhaps that will always 
be so. It may be that a different kind of aftercare, based less on 
surveillance and more on meeting individual needs, will meet 
with less opposition. Nonetheless, professionally trained helpers 
and others are assuming that aftercare is a necessary part of treat- 
ment even if it maintains the ex-patient in a deviant status for a 
while. At a time when in-patient care is moving from custodial to 
more therapeutic institutions and aftercare from simple surveil- 
lance to active rehabilitation, certain courses of action appear in- 
dicated. In general, these actions involve discovering various tech- 
niques for ensuring that aftercare becomes a viable social service 
for a population that will not choose it voluntarily and in a society 
that would prefer not to face the problems it implies. 


Part V 


Conclusion 
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Chapter 18 


Recommendations 


Our aim up to now has been to provide a frame of reference for 
understanding the consequences of certain ways of organizing 
help for mental patients. Our-recommendations primarily con- 
cern a mode of thinking about improvements. We offer, therefore, 
an orientation rather than prescriptions for action. We suggest 
some major policies that need to be pursued, and we indicate 
ways these policies may be effected in each of the systems of help, 
separately as well as in all of them together. Detailed changes will 
be suggested primarily to make clear our frame of reference. 

We have taken this approach for a number of reasons. First, there 
are serious limitations in knowledge about what processes and 
structures will help various kinds of mental patients; hence there is 
no secure ground for recommending specific changes in care and 
treatment. Secondly, communities vary greatly, in services, treat- 
ment modalities, availability of trained personnel, and other re- 
sources, as well as in the type of person seeking help. It is difficult, 
therefore, to recommend measures applicable to all parts of the 
country that go beyond those now widely accepted by leaders in the 
field. Finally, detailed recommendations would leave the impres- 
sion that the answers to the problem of mental patient care are at 
hand. We believe that many are yet to be discovered by critical 
examination of practitioner experience, by demonstration re- 
search, and experimental research. Especially important will be an 
openness and receptivity to unusual perspectives and to pursuit 
of their implications. 

Throughout our discussion we have emphasized the importance 
of the social system in permitting professionals to achieve the goals 
they set for themselves in caring for mental patients. The way 
care is organized and the patterned sequences that characterize 
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this organization can serve as a barrier or facilitator to adequate 
and effective help. The system of care inevitably is interposed 
between the objectives practitioners have and the practices they 
can and do engage in. More effective management of this social 
system for therapeutic ends will depend in part upon their sensi- 
tivity to the impact of significant aspects of the help system upon 
patients within it. We come now to some dimensions of the total 
system of care for mental patients that need to be considered in 
projecting changes. 


Policies 


There are a number of general policies that can help practi- 
tioners to formulate changes for improved patient care: (1) a com- 
prehensive orientation; (2) a planned approach; (3) diversifica- 
tion of services; (4) flexibility of organizational response; and (5) 
focus on the patients’ needs. 


A COMPREHENSIVE ORIENTATION 


The goal of this policy is to counteract the prevailing fragmen- 
tation and lack of coordination of services and to permit the de- 
velopment of greater continuity and consistency in the care of 
patients. 

In the first place, a comprehensive orientation is achieved by 
viewing a service or a helping institution in relation to its context, 
attention being given to the effect of the context on the service as 
well as the effect of the service on its context. Thus, for example, 
in addition to seeing the mental hospital as a self-contained social 
organization, it is seen in relation to its immediate local commu- 
nity, which includes the available social services, as well as in re- 
lation to the wider political and legal systems by which its budget 
and social fate are determined. This, then, involves an analysis of 
the relevant internal and external variables that affect its func- 
tioning. 

Secondly, help for emotionally disturbed persons should be seen 
as a single or unitary undertaking with many ramifications and 
secondary problems. Thus out-patient, in-patient, and ex-patient 
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care are not to be seen as separate but as interrelated aspects of 
the same enterprise; the subsystems, then, are considered part of 
an inclusive system of care. The central problem becomes: How 
can practitioners care for patients of various sociocultural back- 
grounds, with several types of psychosocial difficulties that may 
change with time, who are living in communities with varying 
amounts and kinds of personnel and other resources? 

The practitioners approaching care in this way face a number 
of concrete problems. One is to discover the kinds of helping or- 
ganizations that can maximize therapeutic situations for different 
kinds of patients being helped at the same time as well as for the 
same patient at different phases in his patient career. This may re- 
quire utilization of his particular network of significant others, 
as well as specific treatments and methods of therapy. A second is 
to discover and develop the most effective linking of agencies in 
the system of patient care, connecting them with other commu- 
nity organizations and agents, as well as all of these with the pa- 
tients’ ordinary social situations. 

A critical necessity, in a comprehensive orientation, is the open- 
ness of the practitioner to the possibility that processes within the 
immediate system as well as indirect or more remote processes 
affect or can be utilized to facilitate improvement in the patient. 
Thus, a comprehensive view of the system of help might generate 
conceptualization of new modes of intervention. 


A PLANNED APPROACH 


The social planning of innovations in care calls for the general- 
izing of past experiences, the developing of proximate and long- 
range goals and modes of procedure in advance of action, and 
systematic ways of thinking through courses of action. Planning, 
in the sense in which we use the term, therefore, involves a design 
for bringing about specific changes as well as a systematic effort to 
project future goals and needs, to think through alternative means, 
and to evaluate and determine priorities for the various objectives. 

One of the current major difficulties is the haphazard develop- 
ment of most programs and services. Little attention is paid to the 
wider social field in which they are to fit, to the basic and more 
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pressing of the needs of the community or group of patients, and 
to the most feasible next step. It may be that the integration of in- 
patient, out-patient, and ex-patient services which practitioners 
aim at can occur only in a patterned sequence. What is needed is 
a plan for their integration in which it is specified what steps can 
best be taken at the outset. It might be that at first each system 
must be modified individually, the systematic planning for which 
is often by-passed by practitioners. With a plan as a guide, they 
might become clearer about the necessary ingredients of institu- 
tional changes, more aware, for example, of the importance of 
support and supervision of personnel at each step of the change 
and of the fact that, if such support is to be effective, it, too, must be 
planned for. The more innovating the program, the more likely 
that planning in support of it will be necessary—a statement that 
seems to be as valid for ex-patient and out-patient as for in-pa- 
tient programs. 

It must not be thought that we wish to rule out spontaneous 
innovation and the emergence of new and unplanned practices. 
Rather, our view is that creative activity will be furthered if de- 
liberately stimulated—that is, planned for. An important condi- 
tion for the emergence and continuation of spontaneity and cre- 
ativity is the organization of, and its expectation in, the social 
context. When a social context is shaped so as to encourage, re- 
ward, and use innovations, we believe it increases the likelihood 
that such spontaneous and creative behavior will occur. 


DIVERSIFICATION OF SERVICES 


By this we mean the availability of a variety of procedures, 
treatment modalities, and social contexts for simultaneous or con- 
secutive use in carrying out a treatment program. Underlying the 
policy is the notion that it is important to counteract the lim- 
itations on help that are a result of exclusive reliance on stand- 
ardized, conventionally accepted, or restricted and segmental 
modes. By paying attention to new and promising ideas as well as 
by supporting the growth of the older and more acceptable ones, 
and by using them in combination, greater leverage may be given 
to the help effort. Where knowledge is inadequate and where meth- 
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ods of treatment are chosen on the ground of ideological conviction 
or selective evidence, a policy of diversification might encourage 
the growth and development of promising but untried concepts 
and procedures. Such a policy now seems. urgent because of 
the variety of psychological and social difficulties being treated 
as mental illness. Such multiplicity of conditions would appear to 
require constant examination of the nature of the fit between the 
help, the person, and the context and suggests that a variety of 
strategies may be needed for effective help. 


FLEXIBILITY OF ORGANIZATIONAL RESPONSES 


A challenging problem for practitioners is to recognize and to 
respond over time to differences between patients and to changes 
in them. Since institutions tend to become rigid, they need built-in 
mechanisms for constant individualized responsiveness to the pa- 
tient, to the changing needs of patient and staff, and to new social 
conditions. Ultimately these mechanisms come to determine the 
effectiveness of a given program. Thus, continuing institutional 
flexibility is required as is a continuing search for more appropri- 
ate processes and structures. 

A flexible organizational response promotes the optimum bal- 
ance between the new and the old and increases the probability 
of maintaining the institution’s stability without “locking in” the 
status quo, and of introducing changes without causing malfunc- 
tioning and disorganization. 


FOCUS ON THE PATIENTS’ NEEDS 


Although every mental health system insists that meeting pa- 
tients’ needs and effecting improvement in the ill are its overrid- 
ing purposes, we noted frequently a sizable gap between the pro- 
fession of purpose and the pursuit of it. Often existing practices 
are rationalized as being developed for patients’ benefit, and it is 
difficult for practitioners to realize that they may, in fact, work 
against this goal. Thus, if patients’ needs are to assume a central 
place in the institution, the practitioners first must be willing to 
subject the whole system and its practices to continual scrutiny 
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and to evaluate their actual, rather than their presumed or hoped 
for, effects. 

If the institution’s processes are to be dedicated to patients’ 
welfare, there must be an intimate knowledge of each one’s needs, 
and difficulties, and avenues of possible improvement. It must in- 
clude information about the patients’ sociocultural background, 
their network of social relations, and their somatic and psycho- 
logical functioning. Individual patients, as well as groups, must 
be studied to develop an understanding of the fit between them 
and the system of help and of the ways in which their relations to 
their social world might be used therapeutically. 

Also necessary and also based on an intimate knowledge of the 
institution’s functioning is skill in providing for the needs of the 
institution as a social system as well as for the needs of patients as 
its individual beneficiaries. By careful study the practitioner must 
discover the most accessible and favorable points for intervention 
in the system of help and the most rewarding times to introduce 
changes. 

The point is that an institution giving help must constantly 
evaluate itself to learn how well it meets patients’ needs, how suit- 
ably it is organized to maximize therapeutic measures, and how 
successful it is in achieving therapeutic results. 


Applications 


Our hope is that practitioners will use these policies as guides 
in undertaking specific changes and that new programs will be 
based on them, at least in part. 

Here, we first use these policies to suggest modifications, accept- 
ing the present division of care into out-patient, in-patient, and 
eX-patient systems. Second, with the policies as a basis, we offer a 
way of reconceptualizing and reorganizing systems of care. 

There are certain important preconditions of improvement. 
Before any of the changes we suggest can be undertaken sufficient 
sums of money must be invested, first, to insure a considerable 
growth in the number, quality, and training of service and research 
personnel. Second, there must be continued basic and demonstra- 
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tion research, particularly research on the organizational forms and 
specific processes that bear on the patient’s improvement. ‘Third, 
the community must give support to the various programs and 
innovations. And, fourth, legislation must be enacted to prevent 
either legal or official stigmatizing of the mentally ill. 


OUT-PATIENTS 


If a larger proportion of seriously emotionally disturbed per- 
sons in the community are to have skilled help, the out-patient 
psychiatric services must be changed. Out-patient care suffers from 
extreme shortages of professional personnel, unequal geographic 
distribution of clinical facilities and helpers, and unequal oppor- 
tunities for different kinds of emotionally disturbed persons to 
secure treatment, to say nothing of the difficulties in securing ef- 
fective help for those who do enter treatment. These problems 
are not easily remedied. For example, only gradually will it be 
possible to improve our knowledge about mental disorders and 
their treatment, ignorance of which makes it difficult to give ef- 
fective help. We suggest that a start be made by attacking some 
critical problems that must be dealt with to secure improved care 
or greater coverage in any kind of out-patient program. 

Increased knowledge should have high priority. Before vast 
sums of money are expended, there clearly is a need to establish 
the validity of many of the new conceptions of help now rapidly 
being accepted in out-patient care. A research program aimed at 
testing key ideas, with emphasis on the conditions under which 
they are applicable, would provide a firmer basis as well as more 
specific direction for the development of out-patient services. 

Research is basic to a sound mental health program, but com- 
munities cannot wait until all the evidence is in before beginning 
to improve their services. Many new programs offer enough prom- 
ise of greater opportunities for treatment to justify their devel- 
opment and expansion while they are being carefully evaluated. 
Following the principles outlined above, some of the critical de- 
ficiencies in present psychiatric out-patient care can be attacked 
immediately. 

Given the great shortage of professional personnel, more eff- 
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cient use and greater integration of them and of services appears to 
be imperative. Careful planning of services would maximize their 
usefulness, but just how communities should go about it neces- 
sarily will vary from one place to another. A first step is for the com- 
munity to solicit consultation with mental health experts from state 
or federal agencies and with persons in a variety of fields with dif- 
ferent frames of reference. Expert outside help is important in 
program-planning because the assorted shortcomings in out-patient 
care are perpetuated by the tendency of local communities to con- 
fine themselves to conventional or restricted psychiatric services. 
Consultation is needed on how to deal with recurrent professional 
shortages, restrictions in treatment approaches, and limitations 
on those accepted for service. Outside experts in the field of com- 
munity organization may help the community’s leaders to clarify 
local needs, to see their problems in a broader framework, to ascer- 
tain and meet priorities, and to develop greater comprehensiveness 
of treatment. 

The principles of flexibility of approach and of making patient 
needs central mean that programs of out-patient treatment should 
vary from community to community depending upon the local 
needs and that there should be greater experimentation with com- 
munity programs. It seems particularly important to change the 
conventional out-patient facilities’ unresponsiveness to the needs of 
persons facing crises of acute emotional disturbance. All new out- 
patient clinical services should in some way provide for greater flexi- 
bility in time and place of contact with the emotionally disturbed, 
perhaps through home treatment services, emergency clinics, imme- 
diate treatment groups, panels of physicians on call, or the like. 
Similarly, a wider variety of recruitment techniques should bring 
help to segments of the population now denied it. And all this 
must be carried out as part of a planned program if it is to yield 
maximum results. 

Provision of opportunities for treatment that lie between hos- 
pitalization in a state mental institution and out-patient clinic 
treatment, though not extensive, is developing rapidly. The cur- 
rent belief is that many emotionally disturbed persons might avoid 
lengthy hospitalization with the resulting institutionalization and 
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stigmatization if short-term treatment units or day treatment units 
were available. Again, if the patient’s needs were the major ra- 
tionale in developing services, some type of community treatment 
for the seriously emotionally disturbed person would be instituted. 
Since individual communities often cannot support such units, 
several communities or an entire region might unite in support- 
ing a psychiatric unit in a general hospital or a day or night hos- 
pital. 

The principle of a more comprehensive approach bears on the 
greater effectiveness that might be achieved by a broader purview 
than usually characterizes out-patient psychiatric treatment. For 
example, when a severely emotionally disturbed person is treated 
in his home community and when his family is asked to assume 
greater responsibility for his care (as contrasted with sending him 
to a state mental institution where the family’s responsibility for 
him during treatment is much less), the treatment facility should 
consider not only his needs but those of his family as well. In this 
instance, the effectiveness of the service may depend on dealing 
with a larger unit of treatment than the patient. For example, the 
success of a day hospital program may be largely decided by the 
family’s ability to cope with the patient when he is not at the day 
center. And the family’s coping ability may be ensured only by 
extending help to it as well as to the patient. | 

Comprehensive out-patient psychiatric care also includes pro- 
vision for the patient who needs hospitalization. Special attention 
needs to be given to developing links between out-patient serv- 
ices and hospital units for psychiatric care, to easy movement from 
one service to the other when necessary, and to continuity and 
consistency of care when such movement occurs. 


IN-PATIENTS 


A number of changes would be made in mental hospitals if 
these policies were to be used as guide lines for restructuring in- 
patient treatment. 

If the patient is to become the center of institutional operation 
in practice as well as in theory, major structural changes will have 
to be made on both a comprehensive and segmental level. If in- 
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stitutional operations are genuinely to be focused on patient needs, 
the institution as a whole, as well as its parts, will have to be con- 
tinually evaluated in light of this objective. Eventually, various 
types of institutions will have to be devised to meet the needs of 
the several types of patients. The institution’s division of labor, 
definition and interrelation of roles, system of authority and de- 
cision making, modes of communication, and various institutional 
routines and procedures—all will have to be examined in terms 
of the goodness or badness of fit to patients’ needs. 

Two changes will have to be made. The first is the revision of 
the role of the patient. Genuine respect for the patient and for the 
dignity of his person, some privacy in living arrangements, and 
opportunities for the cultivation of self-esteem must be built into 
his role. In addition, his responsibility and share in decisions must 
be increased; opportunities must be provided for work and con- 
structive activity that approximate normal living; and normal so- 
cial performance, consistent with his sociocultural background, 
family context, and reference groups should be made possible. 
What is needed for the patient is a role that primarily serves his 
interests and is oriented toward his improvement and not toward 
the staff’s convenience or the institution’s conventions. 

The second change calls for a restructuring to make all levels 
of staff agents of, and vehicles for, the patient’s therapeutic reso- 
cialization. Staff members would support and facilitate the pa- 
tient’s role as described above. This means that, through partici- 
pation with patients, they would encourage the optimum amount 
of responsibility and independence in decision making of which 
each is capable. Further, they would use their interpersonal rela- 
tions with patients as instruments to teach them, directly and indi- 
rectly, how to live according to accepted norms and would advise 
them in their attempts to understand and successfully negotiate 
difficult and painful human experiences. Finally, they would bring 
about social situations and group contexts in which patients would 
have opportunities for learning new modes of human relations. 

For the staff member to keep an operational focus on the pa- 
tients’ needs, more is required than a staff of high caliber and a 
desire to help. In addition, mechanisms must be created in the 
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institution for motivating personnel to carry out their new roles 
and for maintaining high morale and enthusiasm. Through con- 
tinuous supervision, training, and support, especially of nurses 
and attendants, the authorities should demonstrate their concern 
for staff as well as for patients. For it seems clear that the gratifica- 
tion staff can provide patients and the psychological and emotional 
growth they can encourage in them is directly related to their own 
satisfactions, stimulation, and psychological and emotional growth. 

If flexibility of response to patients’ changing needs is to be 
achieved in the mental hospital, there must be a change in the 
size of the hospital and of individual wards. Large mental hospi- 
tals are notoriously cumbersome, slow in responding to patients’ 
needs, and difficult to free from their rigidities. But in smaller 
hospitals with fewer patients on a ward as well as increased staff- 
patient ratios, the staff can focus on patients as individuals, and 
at the same time the small numbers of patients can live together 
in ways that resemble life outside the institution. 

Ease of movement within the hospital and between hospital and 
community is another characteristic of flexibility. This means that 
patients are not fixed in their ward locations because of past be- 
havior but are moved freely on the basis of current functioning. 
Differences in ward milieus must be taken into account, in deter- 
mining the most suitable ward for a given patient at a given time. 
Ease of movement also means easy admission and easy release. ‘The 
goal is an institution giving short-term help, encouraging volun- 
tary admissions, and acting as a transitional rather than a terminal 
point in a patient’s career. 

Application of the principle of diversification to a particular 
in-patient treatment institution might lead to the creation of a 
variety of relatively independent subunits within which its vari- 
ous patients are cared for and treated. Or a number of independ- 
ent treatment units, each based on a different institutional model, 
might comprise the diversified facilities of a community or region. 
Thus, in addition to the conventional model of the mental hospi- 
tal with its range of treatment modalities, other institutions might 
be introduced. One, modeled on the home, might be composed of 
a group of small cottages with from eight to twelve “‘patient-mem- 


302 Conclusion 


’ 


bers,’ run by a male and female “staff member,” in which the 
primary emphasis is on family living and on interpersonal proc- 
esses of resocialization. Another model might copy Gheel in Bel- 
gium, in which the families of an entire community provide the 
resocialization experience by accepting patients into their homes 
to live with them as members of the family. Others might be mod- 
eled on the school, focusing on teaching social and other skills in 
a manner approximating, but not duplicating, that of an ordinary 
classroom. Finally, still others might be modeled on a factory or 
workshop where the patient learns work habits and skills and is 
remunerated for work performance. All models might profitably 
be experimented with and used in various combinations to estab- 
lish diversity in help. This might lead to the development of 
a treatment setting better adapted to patients’ needs than any we 
now have. 

Diversity of service also can be effected through establishing 
units specializing in the treatment of children, alcoholics, psycho- 
paths, and geriatric patients. ‘Treating these persons separately 
might achieve a number of purposes simultaneously: it would re- 
lieve the mental hospital of a large population, rescue it from be- 
ing a dumping ground for the undesirable or unwanted, and lead 
to a more appropriate milieu for those who remain, as well as for 
those sent to the specialized facilities. 

The principle of a planned approach might be implemented by 
planning for continuous training of all levels of staff in the dis- 
covery and practice of therapeutic attitudes and procedures, par- 
ticularly in how to facilitate meaningful experiences and create 
therapeutic social contexts. ‘There might also be planning for con- 
tinuous observation and evaluation of institutional processes and 
structures by qualified observers, and the feedback of their find- 
ings to those in authority should bring about enlightened changes. 
The work of the observers might lead to the interruption of un- 
therapeutic processes and the reorganization of illness-maintain- 
ing social structures and to the instituting of more therapeutic 
processes and structures. ‘Throughout, continuous evaluation 
might lead to further change and modification of the institution. 
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In this way, a planned approach becomes a continuing process of 
discovery and utilization of knowledge and experience. 

With a more comprehensive orientation toward the mental hos- 
pital, practitioners would grow more interested in its relations 
with the wider community and its place in it. One of their prob- 
lems would then be to discover how the hospital could serve the 
community as well as how to use the community more effectively 
for its own purposes. Practitioners would have to identify the com- 
mon interests of hospital and community and promote effective 
liaisons, particularly with other systems that care for mental pa- 
tients and with community agencies providing health, psycholog- 
ical, or social services. Thus, they would undertake to link together 
the hospital and the out-patient and aftercare systems to ensure 
continuity and consistency; and they would seek ways in which the 
local community agencies could help their patients with problems 
of work, recreation, and so on. Finally, practitioners in the men- 
tal hospital would maintain relationships with patients’ families 
and others in patients’ social networks, using their significant associ- 
ates in effecting their improvement and in ensuring a place for 
them after they leave the hospital. 


EX-PATIENTS 


As our analysis suggests, ex-patients suffer from the lack of ac- 
tive and continuing aftercare by the state agency charged with it. 
Though a mental health authority exists in every state, few states 
have allotted sufficient power and resources for programs dealing 
with the ex-patients’ range of problems. Placing them on con- 
valescent leave and keeping in touch with them through brief 
monthly interviews may be adequate for some but falls short of 
the diversified services that many apparently need. Despite the 
progress of the past decade there still are extraordinarily few ex- 
patient services, considering the numbers of former patients un- 
able to maintain themselves in communities. Where aftercare 
services do exist, they are piecemeal answers to ex-patients’ prob- 
lems, unrelated to each other and the other services. If readmis- 
sions are to be decreased and released mental hospital patients to 
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manage outside hospitals, a set of interrelated services geared to 
specific disabilities will have to be planned and activated in com- 
munities with sizable ex-patient populations. 

We believe that the precondition of effective aftercare is a state 
agency with sufficient power and financial support to stimulate a 
varied program of ex-patient services. It can no longer be assumed 
that the hospitals automatically will engage in the assorted activ- 
ities of diversified aftercare or that individual community agen- 
cies can or will do so. More is required than establishing a clinic 
or even several specialized facilities. A sound aftercare program 
is based on the specification and location of the ex-patients’ needs, 
recognition of gaps in health and welfare services available to ex- 
patients now in communities, formulation of the types of special- 
ized help needed but lacking at present, and direct. assistance in 
coordinating the efforts of community agencies that could or do 
give ex-patient services. 

Even though aftercare may be provided by various organiza- 
tions, the responsibility for stimulating planning and coordinat- 
ing services should lie with a single state agency. It may well be 
that mental hospitals can perform all these functions if their scope 
and resources are enlarged. The point is not so much which agency 
should be charged with the responsibilities as that some agency 
must undertake them. 

We wish to emphasize one point: before a specialized aftercare 
facility is set up, practitioners must ascertain the need for it and 
the specific characteristics it ought to possess. For example, if 
study of an ex-patient population in a given community indicates 
that suitable homes for lower-class men of marginal social ad- 
justment are not available, a halfway house then might be espe- 
cially designed for them. Not only would this utilize resources 
more effectively but would maximize care by tailoring it to indi- 
vidual patients. 

Practitioners with a comprehensive orientation are aware that 
ex-patients’ attitudes toward help and willingness to participate 
in aftercare are shaped in part by their hospital experiences. 
Thus, a custodial experience may discourage them from entering 
and remaining in aftercare, other than in a pro forma sense. In 
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addition, aftercare programs are likely to be effective only when 
patients have reached a certain level upon release. Furthermore, 
there is reason to believe it crucial to enlist their participation in 
aftercare before they leave the hospital. In short, in-patient and 
ex-patient care must be coordinated. Not only must their pro- 
grams be developed in relation to each other, so that the patients’ 
transition from one to the other is meaningful and orderly, but 
it is clear that patients must establish relationships with helpers 
in aftercare before officially entering it. Cooperation between hos- 
pital and aftercare agencies is essential for developing bridges out 
of the hospital, and back into it if rehospitalization becomes nec- 
essary. If aftercare agencies were able to maintain contact with 
rehospitalized patients, their stay might be shorter than it now 
is, and the hospital itself would come to view rehospitalization as 
a temporary short-term therapeutic measure rather than as the 
disposal of community failures. 

A comprehensive view of aftercare also might lead to the elim- 
ination of gaps that decrease the effectiveness of services. The 
period immediately following release from the hospital seems par- 
ticularly critical in its effect on whether patients stay in the com- 
munity or return to the hospital, a fact that has not been suff- 
ciently appreciated in planning aftercare. Intensive help at this 
time may do more to decrease readmission than less intensive help 
spread over a longer period. 

Often, detailed attention is given to one problem with no pro- 
vision for helping with other equally important problems. Provid- 
ing a sheltered work experience but ignoring living arrangements 
or recreation may decrease the effectiveness of the service and may 
even make it entirely useless. It may well be that no one organiza- 
tion can provide for all the former patient’s needs—if so, there 
must be interorganizational planning and cooperation. 

The policies of diversification and operational focus on patients’ 
needs do not mean merely providing help in various areas of life 
such as work, recreation, and family living. Nor do they refer only 
to various arrangements for housing ex-patients, helping them work 
productively, and finding them suitable recreation. They also mean 
giving them help during different stages of their ex-patient career. 
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Thus, the transitional phase would not be only or even the major 
focus. It would be seen as one stage requiring help, and there 
would be a readiness to give help in crises occurring at later peri- 
ods. Further, an attempt would be made to provide for different 
types of ex-patients, taking the needs of “‘chronic” ex-patients at 
marginal levels of social adjustment as seriously as the needs of 
the more integrated ex-patients. Adequate coverage of the needs 
of the ex-patient population would require short-term as well as 
long-term help, temporary as well as continued service, assistance 
to voluntary as well as to committed patients, aid for the elderly as 
well as the young, and so forth. 

Finally, flexibility of organizational approach suggests not only 
that a given aftercare facility may need to use different approaches 
with different kinds of persons but that many community agen- 
cies might participate more effectively in aftercare, provided they 
adopt greater elasticity in rendering their services. We believe 
that efforts to use as many of the normal community resources 
as possible should be made. The rationalization that nothing can 
be done for ex-patients because specialized treatment facilities are 
not available should be guarded against. Many ex-patients may 
profitably use ordinary community facilities, particularly as spe- 
cialized ones tend to prolong their deviant status and make transi- 
tion to normal social roles more difficult. 

One specific point regarding a flexible approach in planning an 
ex-patient’s care might be mentioned. Legislation and agency 
rules need to be revised to allow for adjustment in the length of 
treatment and convalescent care to suit the ex-patient’s require- 
ments. As long as the rules remain more or less standardized, it 
may be impossible to individualize care. 

Finally, we cannot overemphasize the importance of evaluating 
when to refer a patient for aftercare and when to discharge him 
directly to the community. The deviant status of the ex-patient 
and the stigma of his hospitalization mean that aftercare may have 
adverse as well as favorable repercussions that must be assessed 
realistically before the decision is made. In short, sometimes the 
best aftercare is no aftercare. 


Recommendations 307 


RECONCEPTUALIZATION AND REORGANIZATION 


Up to this point our discussion was premised upon the current 
separation of in-patient, out-patient, and ex-patient services. But a 
new way of organizing these services may be imperative for suc- 
cessful dealing with some of the basic problems. ‘Thus, for example, 
instead of coordination and integration of the separate systems, 
perhaps there should be an inclusive system integrating all care 
into one administrative structure. It might be a mental health 
center providing a diversified set of services, including an emer- 
gency care unit, a day and night hospital and out-patient clinic, 
a sheltered workshop and so forth. ‘This would provide for the vari- 
ous needs of disturbed persons at any stage in their difficulties, 
coordinate services to a given patient at any one time, and arrange 
for the continuity of the care given him through time. If all mental 
patient services for a territory were concentrated in one center, 
response to patient needs might be more flexible and help might 
be more appropriate and better informed. 

It should be pointed out that to reorganize in the form of a 
mental health center is to perpetuate the conventional medical 
model which conceptualizes disturbance as “‘illness,’’ labels persons 
as ‘patients,’ and helps them by “treatment” directed and con- 
trolled by professionals who are physicians. A more radical recon- 
ceptualization and departure from this model might be entertained 
and experimented with. Some of the phenomena now labeled 
“mental illness” might be viewed as psychosocial disabilities, help 
for which might mean placing the disabled person in the role of 
“student” or “‘trainee.”” Help might be given by persons skilled in 
psychodynamic and sociodynamic processes, consisting of attempts 
to reeducate and resocialize persons by way of interpersonal and 
group interactions in specified milieus. A resocialization center 
thus might be one type of social system for helping certain kinds of 
psychologically or socially disturbed or inadequate persons. The 
assumption would be that experiences in the center could con- 
tribute significantly to improving and expanding the trainees’ psy- 
chic-emotional-social life. ‘The center’s focus would be on the 
“emotionally disturbed” person as a social being whose difficul- 
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ties require various kinds of social contexts, interpersonal experi- 
ences, and role demands, all developed with his needs in mind. 
A further assumption is that such participation might counteract 
and correct previous socialization (or lack thereof) and change the 
nature of the trainees’ motivations, affective life, self-conceptions, 
attitudes toward others, and social skills. 

Although it is difficult to specify the precise form such an in- 
stitution might take, some of its general characteristics might be 
as follows. The institutional model might be a combination of 
home, school, and community center, oriented toward the reso- 
cialization of its trainees through relationships in peer groups, 
through the student role in relationship with a teacher, and 
through participation in “family” relationships. The therapeu- 
tic value of ‘‘ordinary’ human relationships would be emphasized. 
Participation in task-oriented groups, such as workshops, classes 
and study groups, and recreational programs would occupy a cen- 
tral place in the program. In sum, the institution would try to pro- 
vide the social context in which trainees could experiment with 
new roles, learn new values and norms, and participate in mean- 
ingful and satisfying relations so that a change would be wrought in 
their patterns of living. 

Considerable research is needed to evaluate the usefulness and 
effectiveness of different institutional models and specific modal- 
ities of help for the various types of the emotionally disturbed. 
Demonstration projects might be developed to experiment with 
combining and extending the medical-psychological approaches. 
Similarly, projects that radically reconceptualize help in psycho- 
social terms, such as the resocialization center, should be supported, 
for from such research may issue the needed knowledge for effec- 
tively combining psychological and social procedures in the treat- 
ment of emotional disturbance. 

In conclusion, we hope that mental health workers will con- 
sider other courses of action on the basis of the policies we have 
delineated. Finally, we wish to state again our belief that the anal- 
ysis of facilities for patient care as social systems is a necessary 
stage in providing effective help to the emotionally disturbed and 
the mentally ill. 


Notes 


CHAPTER 1. THE CONTEXT OF THE STUDY 


1. U.S. Congress (1955), Mental Health Study Act, P. L. 182. For a descrip- 
tion of the Joint Commission on Mental IIness and Health, see its First An- 
nual Report (1956), Sections A-E. 

2. Joint Commission on Mental IIness and Health (1956), Section E, 
pp. 1-2. 

3. We use the term “‘system”’ to refer to those interdependent organizations 
that function together in a patterned way to provide care for mental patients. 

4. A Model Reporting Area for Mental Hospital Statistics was established 
in 1951 under the impetus and guidance of the Biometrics Branch of the 
National Institute of Mental Health (NIMH). The Branch’s functions are “to 
encourage studies of statistical reporting and uniform application and stand- 
ardization thereof throughout the nation,” and it has been concerned primarily 
with the statistical problems of the public mental hospitals. Yet, while this has 
been an influence in sensitizing persons to problems in the collection and in- 
terpretation of such data, the quality and quantity of data available on a na- 
tionwide basis is largely unaffected. The Model Reporting Area grew from 11 
to 19 in the numbers of member states during the first seven years of its ex- 
istence. For the original resolution and outline of the Branch’s functions, see 
NIMH (1951). The lack of a standardized system of reporting out-patients 
and ex-patients is even more glaring. Some systematic but partial efforts are 
underway to correct this in the case of the former. See Bahn and Norman 
(1957). Nothing is as yet being done or planned with regard to nationwide 
information about ex-patients and aftercare services. 

5. We estimated that in 1959, for instance, between two and two and one- 
half million persons during a one-year period received some form of psy- 
chiatric treatment for a mental or emotional disorder, exclusive of the men- 
tally retarded but including those who began treatment during the period 
as well as those left over from the previous year. We arrived at this figure 
by adding the 1,250,000 patients treated in mental hospitals each year to 
the 389,000 patients treated in out-patient clinics, and by adding to this 
between 400,000 and 800,000 patients that we estimate are seen annually by 
private practitioners of psychiatry. But no figure is good for long and for 
later statistics the reader is referred to the Biometrics Branch of the NIMH, 
Washington, D.C. 

6. Early studies are summarized in Lemkau, et al. (1943). The American 
studies of the 1930s and 1940s are described in Felix and Kramer (1952 
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and 1953). An extensive bibliography is in Gruenberg (1950). Important 
studies are described in Milbank Memorial Fund (1953). 

7. See Group for the Advancement of Psychiatry (1949); Lemkau, e¢ al. 
(1943); Rountree, et al. (1945); W. C. Menninger (1948). : 
8. Leighton (1956). ‘The Midtown figure was reported by Leo Srole at a 
Conference on Methodology of Mental Health Studies sponsored by the World 
Federation for Mental Health, April 17-22, 1958, at Princeton, New Jersey. 

g. Attitudes, beliefs, and values regarding mental illness and mental pa- 
tients are very complex, and this brief summary is far from adequate. A num- 
ber of the relevant issues are discussed in Star (n.d.), which reports a nation- 
wide study of opinion on metal illness and psychiatry. See also Cumming and 
Cumming (1957) and Nunnally (1957). 

10. Many illustrations of sociocultural factors in illness and treatment are 
in Paul (1955) and in Jaco (1958). 

11. “The Relationship of City Size, Geographical Location and Proximity 
to Mental Hospitals with Hospitalized Incidence of Psychoses of the Aged,” 
in New York State Department of Mental Hygiene, Mental Research Unit 

1955): , | 
ee Mak following is a partial list of sources used in preparing this section: 
Benjamin (1952); Bleuler (1955); Gregory (1953); Hare (1952); Hastings 
(1955); Hoch (1955); Hoch and Zubin (1953); Johnson (1955); Kohn and 
Clausen (1955); Kruse (1957); Kubie (1954); Lowrey (1955); National Ad- 
visory Mental Health Council (1955); Opler (1955 and 1956); Osmond and 
Smythies (1952); Pollak (1956); Rado and Daniels (1956); Redlich (1952); 
Scott (1958); Szasz (1957); Theory and Treatment of the Psychoses (1956); 
Tulchin (1955); Wikler (1952). 


CHAPTER 2. DEVELOPMENT OF THE STUDY 


1. There were two other persons on the staff for less than the full period 
of the project. Anton Wiener, a lawyer, gathered material on the relations 
between psychiatry and the law. Henry Wechsler, a social psychologist, stud- 
ied ex-patient clubs and half-way houses. A number of persons who worked 
for us on a part-time basis provided synopses of various aspects of the liter- 
ature. 

2. We use the term “practitioner” for personnel directly engaged in pro- 
viding help to mental patients (for example, psychotherapists) and for those 
who provide indirect help (for example, administrators in mental hospitals 
and in departments of mental health). 


CHAPTER 3. CHARACTERISTICS OF THE 
OUT-PATIENT SYSTEM 
1. The following sources were particularly helpful in preparing this sec- 


tion: Hollingshead and Redlich (1958); Milbank Memorial Fund (1956); 
Milbank Memorial Fund (1957). 
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2. The following sources were especially useful in providing the informa- 
tion on which this section is based: Deutsch (1944); Hall (1944); Lowrey 
(1948); Witmer (1946); Zilboorg (1941). 

3. For data about the number and auspices of clinics, the number and 
kinds of professional personnel and their geographic distribution, the num- 
ber and kinds of patients served and the services rendered, see the reports 
issued by the Biometric Branch of the National Institute of Mental Health 
and the Central Office of the American Psychiatric Association. Early data 
on the out-patient clinic can be found in Bahn and Norman (1957 and 
1959). 

4. Some of the reports that give a glimpse of the private practice situation 
are the following: Blain (1953); Muncie and Billings (1951); Davidson 
(1956); Hollingshead and Redlich (1958); Vaughan (1952); and Ginsburg 
(1955). 


CHAPTER 4. PROVIDING IMMEDIATE HELP 


1. In advocating immediate help for emotional disturbance, some profes- 
sionals maintain that candidates should be those whose difficulties are severe 
enough to be diagnosed as a psychiatric disorder. But others maintain that 
candidates should be normal persons undergoing emotional crises. For a 
distinction between emotional upsets connected with life crises and those 
diagnosed as psychiatric disturbances, see Caplan (1959) pp. 172-73, 240-41. 
For a discussion of emergencies in a psychiatric clinic, see Shirley Cooper 
(1960). 

2. For an analysis of this self-help organization, see Wechsler (1960). 

3. Dr. Querido’s motto is “Cito, tuto et jucundo.” He intends “cito” to con- 
vey the idea that the service must be ready to meet any personal emergency 
at any time, without delay or bureaucratic red tape; “tuto” to signify that 
the service must see the person as a whole, i.e., together with those around 
him, his family, work background, and attitudes toward society; and “ju- 
cundo” to indicate that the service ‘““must show a warm understanding of hu- 
man needs and matter-of-fact equanimity towards any of the multitude of 
incredible situations which the warpedness of misdirected human activities 
may throw up” (Querido, 1956, p. 163-64). 


CHAPTER 5. EXTENDING OUT-PATIENT SERVICES 
IN THE COMMUNITY 


1. See for example, Hollingshead and Redlich (1958); Myers and Schaf- 
fer (1954); and Rosenthal and Frank (1958). 

2. J. V. Coleman and Switzer (1951). See also U.S. Public Health Service 
(1959). 

3. Also referred to as the “life-space” interview. See Redl (1959) and Wine- 


man (1959). 
4. Some therapists who conduct group psychotherapy have come to similar 
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conclusions. For an example of the ways in which therapists’ roles in group 
treatment were altered from passive to active participation, see Wheat, et al. 
(n.d.). 


CHAPTER 6. BROADENING THE CONCEPTIONS 
OF HELP 


1. For a consideration of psychiatric illness in a multicausal frame of ref- 
erence, see Symposium on Preventive and Social Psychiatry (1958), p. 529; 
also Karl Menninger (1948); Seguin (1946); Bellak (1949). 

2. For examples of this point of view, see Ackerman (1958); Spiegel (1957); 
Wynne, et al. (1958); Rhona Rapoport (1960); Lidz, et al. (1957a and 1957b); 
and Jackson (1958). 

3. For a discussion of this, see Hollister (1959) and Caplan (1955). 

4. For a review of efforts in community mental health consultation see 
Milbank Memorial Fund (1956); Hallock and Vaughan (1956); Caplan 
(1959); and Hutcheson (1959). 


CHAPTER 8. CHARACTERISTICS OF THE 
IN-PATIENT SYSTEM 


1. For the latest figures on the persons resident in mental hospitals, see 
the reports of the Biometrics Branch of the National Institute of Mental 
Health. 

2. For an early account of the attendant culture, see Rowland (1938 and 
1939). For more recent reports see Belknap (1956) and Weinberg (1952), 
Part IV. 

3. See Stanton and Schwartz (1954); Greenblatt, et al. (1957), Part III, 
“The Ward”; and Caudill (1958). 

4. See the comparison between the staffs in a state hospital and a private 
hospital in Hollingshead and Redlich (1958), pp. 148-52. 

5. Estimates of the numbers of general hospitals accepting psychiatric pa- 
tients are highly variable. Reporting is voluntary and definitions change 
with time. Surveys have been reported by the American Psychiatric Associa- 
tion, and the National Institute of Mental Health publishes figures based 
on hospitals that report to them. 


CHAPTER Q. INDIVIDUALIZING CARE AND TREATMENT 


1. See for example Belknap (1956), Goffman (1958), and Greenblatt, et al. 
(1957): 

2. These ideas are associated most strongly with the concept of ego identity, 
first introduced by E. H. Erikson some years ago and elaborated by him later 
in a series of papers and monographs. For an example of its meaning and use 
see his Childhood and Society (1950). Alan Wheelis (1958), in exploring im- 


Notes 313 


plications of the concept, raises a number of important questions about the 
place of psychotherapy in a world that has lost clear social and personal 
identities. The early and original work of Louisa P. Holt (1948) is a particu- 
larly important contribution to our theoretical understanding of the relation- 
ships between the individual and the group. 

3. Examples of this process may be found in William Caudill, et al. (1952); 
and Stanton and Schwartz (1949), pp. 243-49. 


CHAPTER 10. BREAKING DOWN THE BARRIERS BETWEEN 
HOSPITAL AND COMMUNITY 


1. Mental Hospitals, 9, No. 5 (May, 1958), p. 14. 

2. This tendency to generalize views of psychosis to all emotional disturb- 
ances is discussed along with other complex features of attitudes toward 
mental illness in Star (n.d.). Cumming and Cumming (1957) describes an 
unsuccessful attempt at changing attitudes. 

3. That this view may be closer to the truth for some social groups than 
we generally like to acknowledge is suggested in the Hollingshead and Redlich 
study, Social Class and Mental Illness (1958). Their data point to a much 
higher rate of accumulation in state mental hospitals of patients from the 
lowest social class than of patients from other strata. 

4. See Hoch (1957). With the impetus largely from the British experience, 
there has been much attention to this development; for example, see O’Neill 
(1958) and Snow (1958). 

5. There has been a general push in this state on all of these items. It is 
not possible to separate out the effects of this over-all state policy from one 
hospital’s open door policy. However, the open hospital in each instance has 
a better record than other hospitals in the state. 

6. For example, see Belknap (1956) and Greenblatt, et al. Gece and 1957). 

7. For a description of a program directed toward training physicians in 
these combined skills, see Engel, et al. (1957). 

8. Some exponents of the psychiatric section have argued that it can be 
truly effective only when it is open to all types of patients, and that new 
forms of treatment now make this possible. For example, see Cameron (1957). 
However, more usually patients are highly selected, with preference given to 
those who, it is believed, will receive the maximum benefit from short-term 
intensive treatment and whose disruptive effect on the unit and the hospital 
will be minimal. 

g. The phrase is Erving Goffman’s, who explores some of the features of 
the patient’s role in “The Characteristics of ‘Total Institutions” (Goffman, 
1958). 

10. Our description is taken in large part from Pfeffer, et al. (n.d.). 

11. See, for example, Conference on Volunteer Services to Psychiatric Pa- 
tients (1959). 

12. For a description of such a program using college student volunteers, 
see Dohan (1957), Kantor (1957), and Spencer (1957). 
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CHAPTER 11. DEVELOPING A THERAPEUTIC MILIEU 


1. See the description of the Belmont Social Rehabilitation Unit in Jones 
(1953). See also R. N. Rapoport, et al. (1960). 

2. Aichorn (1936); Red] and Wineman (1951 and 1952); Bettelheim (1951); 
and Freud and Burlingham (1944). 

3. See, for example, Scher (1957). 

4. For examples of patients’ participation in such meetings, see Wilmer 
(1958), particularly Chap. 7. 


CHAPTER 12. PROBLEMS AND ISSUES OF THE 
IN-PATIENT SYSTEM 


1. For a critical discussion of this point of view, see Szasz (1960). 

2. For a discussion of the custody-control orientation and the operation of 
attendant culture, see Belknap (1956) and Dunham and Weinberg (1960). 

3. K. ‘T. Erikson (1957) discusses some other aspects of the patient’s role 
that make for its perpetuation. 

4. For a discussion of the bureaucratic features of the mental hospital, see 
Goffman (1958). 


CHAPTER 13. THE DEVELOPMENT OF AFTERCARE 


1. For a major proponent of this thesis, see Hunt (1958). 

2. For a discussion of the various ways in which the term “rehabilitation” 
has been used, see C. G. Schwartz (1953). For two conceptions of the distinc- 
tion between treatment and rehabilitation, see R. N. Rapoport, et al. (1960), 
Chap. I, and Williams (1953). 

3. This hypothesis has been tested both in this country and in England. 
For an analysis of the relationship between family setting and performance 
level see Freeman and Simmons (1958). For a study conducted in Great 
Britain, see G. W. Brown, e¢ al., (1959). 

4. It is generally believed that there has been some growth in tolerant 
attitudes toward mental illness, but a recent study suggests that stigma is 
still a problem for ex-patients. Whatley (1959) concludes that attitudes of 
social acceptance of discharged patients are greatest in relatively impersonal 
situations and least in more intimate relations. 


CHAPTER 14. TAILORING AFTERCARE 


1. These services are described in detail by Williams (1960). 
2. We should note though that the reverse is not true. Patients with the 
best prognoses are not necessarily the ones who receive the most post-hospital 
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help. Freeman and Simmons (1961) note that in their sample of ex-patients 
those with good prognoses tend to exclude themselves from post-hospital 
help. In general, these are voluntary patients who are not obligated to con- 
tinue post-hospital supervision, the major form of ex-patient care in the area 
studied. 


CHAPTER 15. GRADING STRESS 


1. The concept of graded stress is not unique to psychiatric practice and 
has several points of resemblance to Gesell’s developmental psychology and 
Havighurst’s concept of developmental tasks (Gesell and Ilg, 1943; Havighurst, 
1953). Both emphasize sequences in growth based on norms of development 
in relationship to individual differences and cultural demands. ‘Timing and 
availability of opportunities to develop one’s unique potentiality are of great 
importance. Finally, both make the growing person an active participant 
rather than just an interested observer in the developmental process. 

g. Personal communication to the authors. 

3. For the criteria for high and low performance, see Freeman and Sim- 
mons (1958). 


CHAPTER 16. PROVIDING CONTINUITY OF CARE 


1. Practitioners sometimes refer to convalescent care as evidence of con- 
tinuity of care. In many instances, convalescent leave is an arbitrary period, 
six months or a year, in which the patient is expected to report back to the 
hospital or aftercare clinic periodically and during which the hospital has 
legal responsibility for him and he is retained on the hospital books. In itself, 
arrangements for convalescent leave cannot qualify as continuity of care. 
Often the patient is not seen during convalescence and is simply discharged 
at the prescribed time if no “incidents” have occurred; no concrete help has 
been given him nor is the lack of it based on an evaluation of his need. As 
it now commonly exists, convalescent leave serves as a framework within 
which continuity of care might be practiced, though, in itself, it amounts to 
little more than legal and administrative control over patients released to the 
community. 


CHAPTER 17. PROBLEMS AND ISSUES OF AFTERCARE 


1. See Smith (1959) for an elaboration of the concepts of illegitimate and 
legitimate deviance in regard to the problem of reintegrating the mental 
hospital patient in the community. For a discussion of the role of the mental 
hospital in perpetuating the patient’s role as an illegitimate deviant, see 
Goffman (1959). 

2. See Woodward (1951); Ramsey and Seipp (1948); Cumming and Cum- 


ming (1957), pp. 91-108; Star (n.d.). 
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3. In a study of public attitudes toward mental illness and actions toward 
persons considered mentally ill, Whatley (1959) specifies two levels of atti- 
tude: that of the general public and that which influences action at the 
primary group (ego-involved) level. Though public attitudes are more liberal 
than formerly, where contact and personal interests are involved, the men- 
tally ill are still rejected. Crawford, et al. (1960) found that, though the 
ex-patient appears to have a different and more acceptable status in his 
community than the mental hospital patient, reintegration does not appear 
to be any easier than it used to be. The work of Davis, et al. (1957) and Adler 
(1955) tend to support this view. 

4. For studies reporting ex-patients’ avoidance of aftercare, see Chapter 15. 

5. Many are forced to continue contact by hospital regulations. Freeman 
and Simmons (1961) report that, of the 649 ex-patients they studied, approxi- 
mately two-thirds maintain contact with hospital personnel. “Rather than 
being initiated by the patients, however, virtually all out-patient treatment 
is requested by the hospital, primarily to comply with laws regarding trial 
visit supervision and discharge’ (p. 1268). They conclude: “Except when 
their continued tenure in the community is placed in possible jeopardy as 
a consequence of failure to participate in treatment programs, it seems that 
former patients seek to cope with their adjustment problems without the 
benefits of professional assistance”’ (p. 1269). 

6. Freeman and Simmons (1961). In regard to families of patients who 
received professional help they report “there were only a few cases in which 
consultation was both regular and sustained from the hospital to the post- 
hospital period; less than 10 per cent of the relatives who visited a profes- 
sional person during the hospital period continued this relationship subse- 
quent to the patient’s return to the community. Similarly, there does not 
appear to be sustained consultation during the post-hospital period. Over 
one-fourth of the relatives who consulted a professional person did so only 
during the first week after the patient returned home. By the end of the first 
month, three-fourths of the contacts were terminated” (p. 1270). 

7. For an analysis of the sick role, see Parsons and Fox (1952). 

8. We are indebted to Yonina Talmon for this concept. 
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about the problems and issues implicit 
in the modes of help. Promising and 
workable alternatives to conventional 
arrangements are described with a 
view to increasing the therapeutic 


effectiveness of our present systems. 


The study, although intended pri- 
marily for psychiatrists, clinical psy- 
chologists, psychiatric social workers, 
and psychiatric nurses, is presented 
in language that can easily be under- 
stood by the lay reader who is inter- 
ested in information about recent de- 
velopments in mental patient care. 
The project was undertaken by the 
Task Force on Patterns of Patient Care 
established by the Joint Commission 
on Mental [lIness and Health. The 
organization and writing of the book 
was a collective product of the teams 
and individuals who made the field 
reports and analyzed the data. Morris 
S. Schwartz and Charlotte Green 
Schwartz were together responsible 


for the project as a whole. 
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